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Oui BARDEX Balloons have these reinforcing ribs... 
which assure the uniform distention so necessary for 
proper retention and effective hemostatis. 


BARDEX Foley Catheters 
“The Accepted Standard of Excellence” 


No. 120 Non- Return (2-way), 5cc Balloon, BARDEX LATEX . a oa Each. 
"125 Return flow (3-way), 30cc 21/- 


129 Non-Return, FEMALE LENGTH, ‘Sec BARDEX LATEX i9j6 


Factory Representatives & Stockists :— 


GURR SURGICAL INSTRUMENTS (Pty.) LTD. 


Harley Chambers - Kruis Street - P.O. Box 1562 - Johannesburg 
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PRELUDIN 


brand of 2 - phenyl - 3 - methyl - tetrahydro- |, 4- oxazine - hydrochloride 


*PRELUDIN—the appetite controlling agent that doesn’t 
affect the heart. Preiupin, because it has no untoward 
effect on the heart, is the safest possible weight-reducing 
treatment for al] obese patients—particularly those with 
cardiovascular disorders or hypertension. Here, for the 
first time, is a powerful appetite controlling agent that 
curbs the appetite, breaks the psychogenic overeating 
habit, and controls food intake without serious side effects. 


It enables the patient to lose weight safely and without 
mental strain by strengthening adherence to a prescribed 
diet. PRELUDIN in recommended dosage, unlike dexam- 
phetamine, does not raise the blood pressure and does not 
create excessive mental stimulation. It is the prescription 
of choice in all cases of obesity—especially those with cardio- 
vascular disorders—because it reduces the risk of reducing. 


Preludin—the safe prescription for obesity 


Manufactwed by Pfizer Lid., for 
C. H. Boehringer Sohn, Ingelheim am Rhein 


Registered proprietors of the trade mark 


*Regd. Trade Mark 


Distributed in the Union of South Africa and the C.A.F. by Petersen Ltd. 
P.O. Box 7324 


Medical Enquiries: PFIZER LABORATORIES South Africa (Pty) Ltd. 


Johannesburg 
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(Hematinic Concentrate with Intrinsic Factor, Lilly) 


(Gekonsentreerde Bloedversterkmiddel met Intrinsieke Faktor, Lilly) 


serves a vital function 
in total therapy 


Potent ‘Trinsicon’ offers complete and con- 
venient oral anemia therapy; provides thera- 
peutic quantities of all known hematinic factors. 
Just 2 Pulvules ‘Trinsicon’ daily produce a 
standard response in the average uncomplicated 
case of pernicious anemia (and related megalo- 
blastic anemias) and provide at least an average 
dose of iron for hypochromic anemias, including 


nutritional deficiency types. 


beantwoord aan ’n lewens- 
belangrike doel in totale terapie 


Kragtige ,Trinsicon’ bied u ’n volledige en ge- 
rieflike mondelinge terapie vir bloedarmoede, en 
bevat terapeutiese hoeveelhede van al die be- 
kende bloedversterkende faktore. Net 2 pulvulle 
»>Trinsicon’ per dag produseer ’n standaard-reaksie 
in die gemiddelde ongekompliseerde geval van 
kwaadwillige bloedarmoede (en verwante megalo- 
blastiese bloedarmoedes), en verskaf ten minste 
*n gemiddelde dosis yster vir hipochromiese bloed- 


armoedes, insluitende voedingstekort-tipes. 


ELI LILLY INTERNATIONAL CORPORATION 


Indianapolis 6, Indiana 


U.S.A. 


V.S.A. 
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Boots Pure Drug Co. Ltd. was one of 
the first organisations in the world to 
undertake the large-scale manufacture 
of Insulin. Today, with over thirty 
years’ specialised experience in this 
sphere, Boots have a great Insulin- 
producing group that is constantly 
expanding to keep pace with world- 
wide demands. Boots offer the com- 
plete range of Insulins including 
the new Insulin Zinc Suspensions oD 
(lente insulins). A fully descriptive 
booklet on these preparations will 
gladly be sent on request. 


INSULIN — Bz 


Literature & further information from 

BOOTS PURE DRUG CO. (South Africa) (Pty) LTD., 
TRENT HOUSE, 275 Commissioner Street ~~ 
JOHANNESBURG S.A. 
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You can 
bring his 
fever down, 


doctor... 
eeeQ Step by step you narrow down 


the possibilities and arrive at a 
conclusion. 
The infection may be Gram- 
positive, Gram-negative, pneu- 
mococcal, or meningococcal. Or 
rickettsiae or other large 
viruses and organisms resistant 
to other anti-biotics may be 
causing the infection. In such 
cases, POLYCYCLINE AQUEOUS 
PEDIATRIC DROPS have been 
proven particularly effective. 
POLYCYCLINE contains Calcium 
Tetracycline HCL in a 
pleasant-tasting cherry- 
flavoured aqueous vehicle . . . 
miscible with orange juice, 
formula or milk. 


aqueous pediatric drops 
MAXIMUM TOLERANCE pH 7.5 (NEUTRAL) 


Ready-to-use; Stable for 24 months at room tem- 
perature. DOSAGE approximately 10 mg. per 
pound of body weight per 24 hours. Br j iS tol 
matologic and Ophthalmic Ointments, Intra-muscular LABORATORIES INC, 
and Intravenous Injections. SYRACUSE, N.Y. 

CMe Samples and Literature available from... BRISTOLABS (Pty.) Ltd., Box 2515, Johannesburg 


Other available forms: Capsules, Aqueous Suspen- 
sion, Suspension with Triple-Sulphonamides, Der- 
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| a fortified CORICIDIN 


with vitamin C for 
stress support and with 
methamphetamine hydrochloride 
to combat “cold doldrums” 


nev 


* A name synonymous with cold control 
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eapsule provides: 
kapsule verskaf: 


Phenacetin 


Methamphetamine 


* 'n Naam sinverwant met verkoue kontrole 


\ ’n versterkte CORICIDIN 
met vitamien C vir 
drang versteuning asook 
metamfetamien hidrochloried 
om ,verkoue neerslagtigheid” te bestry 


ER 
a 


JOHANNESBURG 


fo rte 


maleate 4 me. 
190 mg. 
130 me. 
nce ae 30 mg. 


CAPSULES - KAPSULES hydrochloride 1.25 mg 


Elke rooi en geel 
Chiorprophenpyridamine 
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to solve 
the growing, serious problem 
of the resistant 


staphylococcus 


First choice against infections with staphylococci and susceptible 


strains of proteus, including even strains resistant to all other antibiotics. 


MERCK SHARP & DOHME INTERNATIONAL 


Enquiries: P.O. Box 5933, Johannesburg 
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‘I think it’s my nerves, doctor.’ An increasing number of prescriptions today are 
for what the patient describes as ‘nerves’. These people, who may present with a bewildering | 
variety of vague non-organic signs and symptoms, all have one thing in common—they 
worry too much. Since this lessens their ability to deal with routine problems | 
a vicious spiral of increasing worry and decreasing competence is set up. 
Combined with a doctor’s advice and reassurance ‘Drinamy]l’ gives these patients a holiday 
from tension. By inducing a mood of cheerful calmness, without drowsiness or 
inappropriate euphoria, it enables them to take a fresh look at their situation. Imaginary 
worries are set aside and energy sensibly apportioned to deal with matters of real concern. onn® 


Available for prescription in containers of 25 tablets 


Samples and literature available on request 
SMITH KLINE & FRENCH INTERNATIONAL CO. represented by M. & J. Pharmaceuticals (Pty.) Ltd. 


*Drinamyl’ is a registered trade mark Diesel Street, Port Elizabeth 
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56 
NEW ...a predictable oral 
Antihypertensive Agent 
FOR REPRODUCIBLE CLINICAL RESPONSE 
ad 
i TABLETS 
Merck Sharp & Dohme International 
Enquiries: P.O. Box 5933, Johannesburg 
Ltd. 
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Savlon LiQuID 


contains two I.C.I. bactericides—Cetavion 
(Cetrimide B.P.) and Hibitane (Chlorhexidine) 
in a special formulation for safe and effective 
use in the home. 

This versatile antiseptic combines detergent 
properties with an exceptionally wide range 
of activity against gram negative and gram 
positive organisms. 

SAVLON Liquid Antiseptic can be recom- 
mended with confidence for— 

@ General FIRST AID use 


@ In the Nursery and Sickroom 


@ For Scalp Hygiene and Dandruff 

@ Napkin medication 

Personal hygiene the new 

and Germicidal 
431048 

SE & 
LC... SOUTH AFRICA (PHARMACEUTICALS) LTD., 


P.O. BOX 11270, JOHANNESBURG. IC(P)17 
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(and safest) 


Rauwolfia therapy at its simplest] 


Just IT Rauwiloid Tablets nightly 


LABORATORIES AFRICA (PTY) LIMITED 


4570-2 


| 
| 
f 
445 466 
477 
478 ; 
| 
| 
oe 


MEDICAL PROcEEDINGS - MEDIESE ByDRAES 1 September 1956 


DAPTAZOLE BRAND OF AMIPHENAZOLE 


2:4-Diamino-5-phenylthiazole hydrochloride 


and Morphine 


in the treatment of intractable pain 


A further clinical report on the use of “Daptazole” and 
Morphine published in the “British Medical Journal” of 2\st. 
January, 1956, confirms that the administration of “Daptazole” 
with large doses of Morphine results in the alleviation of the 


intractable pain of terminal carcinoma. 


“Administration of large amounts of morphine 


without respiratory depression, narcosis or 


In this paper depression of the cough reflex; amiphenazole 

the results of the treatment in apparently prevents the onset of any marked 

127 cases are tolerance to morphine, and possesses a central 

described and the main nervous stimulant action of the caffeine type; 

advantages of the com- and treated cases have a bright mental outlook 
bination summarized thus :— under otherwise hopeless conditions.” 


Daptazole is a product of A. & G. Nicholas Ltd., Slough, Bucks., England. 


Further information and literature available on request from:- 


KEATINGS PHARMACEUTICALS LIMITED 


P.O. BOX 256, JOHANNESBURG. 
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INTERNATIONAL 


medieal news _ bulletin 


Current Developments in the Fields of Antibiotics, 


Hormones, Nutrition and Clinical Medicine 
9 Prepared for Physicians by the Medical Department of Pfizer International, Inc., 25 Broad Street, New York 4, N.Y., U.S.A 


| Vol, “IED, Now 85. 1956 


ANTIBIOTICS 


TERRAMYCIN®* WILL AVERT Q FEVER WHEN GIVEN LATE IN THE INCUBATION PERIOD, reported 

Colonels Tiggertt and Benenson (Walter Reed Army Institute of Research)! at the 
Annual Meeting of the Association of American Physicians. Ina series of experi- 
ments, Terramycin was given to a group of young men volunteering for exposure to the 
disease. The antibiotic prevented onset of the disease in all instances when given 
orally late in the incubation period, with a 3 Gm. loading dose followed by 0.75 Gm. 

every 6 hours up to a total of about 20 Gm. Similar amounts of Terramycin, 

| administered soon after exposure, did not avert disease, but delayed the time of 
onset. In addition, 27 volunteers who received Terramycin within 24 hours after the 
onset of persistent fever were freed of symptoms within 24 to 48 hours. 


ANTIBIOTIC PROPHYLAXIS IN NEPHROSIS - Children with nephrosis should receive con- 
tinuous prophylactic antibiotics, stated Barnett? at the 98th Annual Session of the 
Missouri State Medical Association. During exacerbations, these children are very 
susceptible to severe generalized infections, such as peritonitis which may be 
accompanied by septicemia and cellulitis. Infections were formerly the cause of 
death in over 50% of children with nephrosis before effective antimicrobial drugs 
were available. Thus, Barnett emphasized the importance of early diagnosis as well 
as prompt and vigorous treatment with large doses of antibiotics. For this purpose 

wae ® he recommends 300,000 U. penicillin once a day or 200,000 U. tablets b.i.d. 

alternating at monthly intervals with oral Terramycin, 5 mg. /Kg. b.i.d. 


SUBCONJUNCTIVAL PENICILLIN AND STREPTOMYCIN PREVENT POSTOPERATIVE EYE INFECTION - The 
incidence of purulent endophthalmitis after cataract extraction has been 
‘‘significantly’’ reduced with prophylactic subconjunctival injections of a mixture 
containing 100,000 U. penicillin and 10,000 mcg. streptomycin. In comparing three 
groups of patients, Pearlman® observed a 0.51% development of infection in 1773 
untreated eyes and a 0.24% development in 1202 eyes treated with subconjunctival 
penicillin. On the other hand, no infections developed during the past three 
years in 3226 eyes treated with both penicillin and streptomycin. ‘‘Although this 
procedure increases slightly the amount of postoperative conjunctival chemosis and 
redness for several days, no serious allergic reactions have resulted.’’ 


*Brand of oxytetracycline. 
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ANTIBIOTICS AROUND THE WORLD 


SWITZERLAND: VIOMYCIN, GOOD TUBERCULOSTATIC - Viomycin* was used successfully in 6 
patients with tuberculosis refractory to streptomycin, PAS, and INH therapy, says 
Koch.* Dosage of 1 Gm. every other day, in single injections of 0.5 Gm., elicited 
only negligible side effects. 


ITALY: DIHYDROSTREPTOMYCIN AND ISONIAZID EFFECTIVE IN TUBERCULOSIS - With a 
combination of dihydrostreptomycin and isoniazid Bernabd Silorata and Calderato® 
effected ‘‘complete cure’’ in 22 and ‘‘stable improvement ’’ in 6 of 30 patients 
with pulmonary tuberculosis. In addition, 9 of 18 patients with pneumothorax were 
‘*cured’’ and 9 ‘‘improved’’ after such treatment. Dosage: 2 vials a day, each 
containing 0.50 Gm. dihydrostreptomycin and 100 mg. isoniazid, for 1 to 3 months. 


AUSTRIA: TETRACYN IS RECOMMENDED IN SEVERE INFECTIONS, such as peritonitis, gall- 
bladder and bile duct inflammations, and perityphlic infiltrates. In treating 63 
patients, Mlczoch and Sander® administered the antibiotic either intramuscularly 
100 mg. t.i.d. or intravenously 250-500 mg. q. 12 h. Tetracyn was effective within 
24-48 hours, sometimes even sooner. Its simplicity of administration, its 
‘*especially rapid and good broad spectrum effectiveness’’ make it an ‘‘outstand- 
ing’’ antibiotic in gastrointestinal infections, as well as in pre- and post- 
operative care of surgical patients (especially in abdominal surgery). 


SWITZERLAND: TETRACYCLINE ‘ ‘ESPECIALLY INDICATED’’ IN PURULENT MENINGITIS - In 200 
children with various infections, Rossi and colleagues’ obtained ‘‘good’’ results 
with tetracycline therapy. The antibiotic was effective in respiratory, urogenital, 
and digestive tract infections, and purulent skin infections, as well as in purulent 
meningitis. It is ‘‘especially indicated’’ in treating the latter because of its 
good diffusion through the blood and cerebrospinal fluid. 


TERRAMYCIN 


EGYPT: _TERRAMYCIN SUPERIOR IN CHRONIC INTESTINAL AMEBIASIS - In comparing the effects 
of Terramycin and tetracycline in chronic intestinal amebiasis, Y. and M. Abd 
El-Ghaffar® found Terramycin to be ‘‘superior.’’ ‘‘Probably the reason lies in the 
higher concentration of oxytetracycline in the lower gut.’’ Eight weeks after 
therapy, parasitic relapses were noted in 60% of the 20 patients receiving 1 Gm. 
tetracycline a day and in 50% of the 12 patients receiving 2 Gm. a day, for 8 days. 
In comparison, only 23% of the 72 patients receiving 2 Gm. Terramycin a day, for 8 
days, had relapsed at the end of the same period. 


AUSTRIA: TERRAMYCIN IN ENCEPHALITIS - ‘‘Rapid’’ subjective and objective ‘‘improve- 
ment’’ was obtained with Terramycin and{+ vitamins in a patient who developed 
encephalitis after varicella, notes Summer.? Within a few days, ‘‘the state of 
consciousness improved, the feelings of delusion disappeared; after 10 days the 
patient felt well and was able to leave bed.’’ 


BELGIUM: TERRAMYCIN RECOMMENDED IN STEVENS-JOHNSON SYNDROME - De Fooz!? recommends 
the use of Terramycin and vitamins C and B in the treatment of Stevens-Johnson 
syndrome (ectodermosis erosiva pluriorificialis) to avoid complications due to 
superimposed infections. He obtained ‘‘cure’’ of lesions of the mouth and skin 
as well as continued improvement in a patient treated with 500 mg. oral Terramycin, 
4 times a day, for 11 days. 


*Available from Pfizer as Viocin& 


+Pfizer offers Terramycin fortified with vitamins under the trade name Terramycin- 
SF®. 
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FRANCE: TERRAMYCIN IN BRUCELLOSIS - In studying the effect of Terramycin on brucel- 


losis, Pieri and Wahl!! find the antibiotic ‘‘particularly effective’’ in the most 
severe forms. ‘‘Constant and satisfactory results’’ and ‘‘excellent effect’’ were 
achieved with a dosage of 2 Gm. a day, given until apyrexia (usually within 10 
days); treatment was then continued for another 10 days with 1 Gm. Results obtained 
with Terramycin seemed ‘‘more constant,’’ ‘‘more rapid’’ and ‘‘more effective’’ 

than with other products. 
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REMISSIONS IN LEUKEMIA WITH PREDNISOLONE OR PREDNISONE THERAPY - Massive doses of 
prednisolone or prednisone elicit ‘‘remissions’’ in acute granulocytic, lymphocytic, 
and monocytic leukemia in patients over 30 years of age, as well as in younger 
groups, note Hill and colleagues.! Doses up to 5 Gm. a day (100 times the ordinary 
therapeutic range in leukemia) ‘‘have been used with benefit.’’ In view of analyzed 
results in 121 patients with acute leukemia seen in the last 5 years, authors 
believe that this ‘‘massive steroid therapy, alone or in combination with other 
available antileukemic agents, will lengthen survival time.’’ [See note below.] 


PREDNISOLONE AND PREDNISONE ARE ‘ ‘HIGHLY ANTIALLERGIC PRODUCTS’’. believes Criep.” 
Almost universally ‘‘satisfactory symptomatic improvement’’ and practically complete 
relief from acute allergic manifestations resulted 5-12 days after treatment in 
96 patients with bronchial asthma (33), perennial nasal allergy (12), seasonal hay 
fever (11), atopic dermatitis (18), urticaria (12), and allergic contact dermatitis 
(10). Prednisolone and prednisone ‘‘are steroids valuable in the symptomatic 
treatment of active allergic conditions. Their administration does not necessitate 
the concomitant administration of potassium chloride and a low salt diet.’’ 


SWITZERLAND: CORTRIL® * RECOMMENDED IN DERMATOLOGIC MANIFESTATIONS - Burckhardt® says 
hydrocortisone is ‘‘valuable’’ in reducing acute inflammatory signs of dermatoses, 
particularly eczema. In his practice, he primarily uses Pfizer Cortril** Topical 
Ointment which has a ‘‘marked effect’’ on the inflammatory signs of eczema. He 
recommends 1% or preferably 2.5% ointment in neurodermatitis, ear, eye, anal, and 
other eczemas. Combinations of hydrocortisone and antibiotics, such as Pfizer 
Terra-Cortril ®t in particular, he feels, ‘‘have an especially favorable effect in 


NOTE: Prednisolone supplied by Pfizer as Deltacortril,® white, scored, 5 mg. tablets, 


bottles of 10, 20 and 100, in the familiar Pfizer oval shape. 
*Brand of hydrocortisone. 
**Cortril Topical Ointment, 1.0% (10mg.) available in 1/6 oz. tubes; 2.5% (25 mg.), 
in 1/6 oz. tubes. 
+Pfizer brand of hydrocortisone with Terramycin. 
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eczemas, since antibiotic disinfecting compounds are above all desirable in 
cortisone therapy and prevention of pyoderma.’’ 


CORTRIL® VAGINAL TABLETS ‘ ‘REMARKABLE’’ IN TRICHOMONAL AND MONILIAL VAGINITIS - 
‘*Impressive’’ results were obtained with Cortril vaginal Tablets in 90% of 139 
patients with various types of vaginal discharge, report Roland and colleagues.4 
‘*Remarkable’’ results were seen in 56 of these patients with monilial and tricho- 
monal vaginitis. Authors feel that specific treatment is still necessary in such 
cases, but when it is combined with hydrocortisone, ‘‘much better and more permanent 
results’’ are achieved. 


PREDNISONE IS ‘‘MOST STRIKING’’ IN STILL’S DISEASE, observes Krech.® Small doses 
given to a child with progressive rheumatoid arthritis of several joints, exhibited 
a ‘‘very marked anti-inflammatory and anti-rheumatic’’ activity. ‘ ‘Extremely 
rapid’’ functional improvement was noted during the 6 months of treatment. Most 
important, however, concludes the author, was the ‘‘rapid production of a state of 
remission, so that the child could be started on vigorous physical therapy, thereby 
tentatively avoiding permanent flexion deformities.’’ 


SWITZERLAND: HYDROCORTISONE IN PLEURAL EMPYEMA - ‘ ‘Good results’’ with hydrocortisone 
instillations into the pleural cavity, together with tuberculostatic drugs, were 
obtained in 3 tuberculous patients with pleural empyema. Zaslawski® continued 
treatment for 3 months; ‘‘...chronic empyema disappeared and was cured in 1-3 
months.’’ 


FRANCE: PREDISONE ‘‘SPECTACULAR’’ IN INFLAMMATORY RHEUMATISM - The introduction of 
predisone into antirheumatic therapy ‘‘marks a real progress’’ say de Séze and 
colleagues.’ Having ‘‘remarkable anti-inflammatory properties,’’ the steroid 
elicited ‘‘spectacular’’ results in 85 of 100 patients with inflammatory rheumatism. 
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Dequadin Lozenges containing a new 
bactericidal and fungicidal substance 
are rapidly effective against all the 
common oral pathogens including 
those resistant to penicillin. They do 
not contain any antibiotic or anes- 
thetic substance. 


Dequadin Lozenges are indicated in 
the treatment of Vincent’s angina, 
tonsillitis, sore throat, stomatitis, 
pyorrhea, pharyngitis, aphthous 
ulcers, thrush and glossitis. 


Concerning 
a further advance 


in the treatment of 


bucco-pharyngeal 
INFECTIONS 


They can be used prophylactically in 
patients exposed to infection especi- 
ally after tonsillectomy and dental 
extractions. 


By suppressing monilial growths, 
Dequadin Lozenges prevent the 
appearance of black tongue and oral 
thrush. They are also rapidly effec- 
tive in the treatment of oral thrush 
including that due to prolonged anti- 
biotic therapy. 
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EDITORIAL - REDAKSIONEEL 


ROYAL COLLEGE OF OBSTETRICIANS 
AND GYNAECOLOGISTS 


THE FIRST SOUTH AFRICAN REGIONAL 
COUNCIL 


The late 1920's saw the birth of a College of 
Obstetricians and Gynaecologists in Great 
Britain. Its formation was effected in the 
face of what at first appeared to be insur- 
mountable difficulties. This College, which 
later became the Royal College of Obstet- 
ricians and Gynaecologists, was founded 
primarily with the object of ensuring that 
those who wished to be consultants in this 
branch of medicine would receive adequate 


KONINKLIKE KOLLEGE VAN VERLOS- 
KUNDIGES EN GINEKOLOE 


DIE EERSTE SUID-AFRIKAANSE 
STREEKRAAD 


’n Kollege van Verloskundiges en Ginekoloé 
is in die laat twintigerjare van die huidige eeu 
in Groot-Brittanje gestig. Die ontstaan daar- 
van is bewerkstellig ondanks oénskynlik onoor- 
komelike moeilikhede. Hierdie Kollege wat 
later die Koninklike Kollege van Verloskun- 
diges en Ginekoloé geword het, is in die eerste 
en vernaamste plaas gestig om te verseker dat 
diegene wat konsultartse in hierdie besondere 
vertakking van die geneeskunde wou word, 


SourH AFRICAN REGIONAL CounciL: RoyAL COLLEGE OF OBSTETRICIANS AND GYNAECOLOGISTS 
(Back Row Left to Right): Dr. H. Renton, Dr. L. J. te Groen, Dr. E. C. Crichton, Dr. D. F. Standing, 
Dr. F. N. Charnock. 
(Front Row Left to Right): Prof. J. T. Louw (Honorary Treasurer), Mr. C. D. Read (President), Dr. J. Black 
=~ (Chairman), Dr. F. Daubenton (Honorary Secretary). 
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training and have to pass a thorough test of 
their prowess before receiving recognition as 
experts in their field. 

The achievements of the Royal College of 
Obstetricians and Gynaecologists in some 3 
short decades make a moving story which 
was recently told by Sir Williams Fletcher 
Shaw, in his book Twenty-Five Years: The 
Story of the Royal College of Obstetricians 
and Gynaecologists (1929-1954)* To-day, 
throughout the Commonwealth, membership 
of the Royal College of Obstetricians and 
Gynaecologists is accepted as proof of 
Capacity to practise obstetrics and gynae- 
cology. Membership of the College is also 
accepted by the South African Medical 
Council as a higher qualification, which is 
one of the requirements for registration as a 
specialist. 

From the outset the College has been a 
Commonwealth college and as the member- 
ship in the Dominions grew, the Council in 
London encouraged the development of local 
representative responsibility. Thus in Aus- 
tralia, Canada and New Zealand, Regional 
Councils were formed between 1947 and 
1952, and now a South African Regional 
Council has been established. 

There are to-day about 90 Fellows and 
Members of the Royal College of Obste- 
tricians and Gynaecologists in the Union. The 
affairs of the College were, until recently, 
dealt with by a Reference Committee appointed 
by the Council in London. The Constitution 
of the South African Regional Council, 
which was drawn up by a Committee of 
Fellows and Members and agreed to by all 
Fellows and Members in South Africa, was 
ratified by the Council of the College early 
in 1956. An election was held and the fol- 
lowing were elected to the first South African 
Regional Council : 


Fellows : 
Prof. J. Black (Transvaal) Chairman. 
Dr. E. C. Crichton (Cape). 
Dr. R. L. Impey (Cape) Vice-Chairman. 
Prof. J. T. Louw (Cape) Honorary Treasurer. 
Dr. D. F. Standing (Natal). 
Dr. L. J. te Groen (Transvaal). 


Members: 
Dr. F. N. Charnock (Cape). 


Dr. F. Daubenton (Transvaal) Honorary -Secre- 


tary. 
Dr. H. Renton (Natal). 


The Regional Council will be able to 
strive for better obstetrical and gynaecological 
services and has a wide measure of autonomy 
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doeltreffende opleiding daarvoor sou ontvang 
en dat hulle ’n veeleisende bekwaamheidstoets 
sou moet aflé voordat hulle as deskundiges op 
hul besondere gebied erken is. 

Die prestasies van die Koninklike Kollege 
van Verloskundiges en Ginekoloé gedurende 
3 kort dekades vorm ’n aangrypende verhaal, 
en is onlangs vertel deur sir William Fletcher 
Shaw in sy boek Twenty Five Years : The 
Story of the Royal College of Obstetricians 
and Gynaecologists (1929-1954).* Vandag, 
dwarsdeur die Statebond, word lidmaatskap 
van die Koninklike Kollege van Verloskun- 
diges en Ginekoloé beskou as afdoende bewys 
van die vermoé om as verloskundige en gine- 
koloog te praktiseer. Lidmaatskap van die 
Kollege word ook deur die Suid-Afrikaanse 
Geneeskundige Raad aanvaar as ’n hoér kwali- 
fikasie—een van die vereistes vir registrasie as 
spesalis. 

Van die begin af was die Kollege ’n State- 
bondskollege, en, namate die aantal lede in die 
Dominiums toegeneem het, het die Raad in 
Londen die ontwikkeling van plaaslike, ver- 
teenwoordigende veranwoordelikheid aange- 
moedig. Tussen die jare 1947 en 1952 is 
Streekrade gevolglik in Australié, Kanada en 
Nieu-Seeland gestig, en nou het ook ’n Suid- 
Afrikaanse Streekraad tot stand gekom. 

Vandag is daar ongeveer 90 Genote en Lede 
van die Koninklike Kollege van Verloskun- 
diges en Ginekoloé in die Unie. Die sake 
van die Kollege is tot pas onlangs toe behartig 
deur ’n verwysingskomitee wat deur die Raad 
in Londen aangestel is. Die grondwet van 
die Suid-Afrikaanse Streekraad, wat deur ’n 
komitee van Genote en Lede opgestel en deur 
alle Genote en Lede in Suid-Afrika goedge- 
keur is, is vroeg in 1956 deur die Raad van 
die Kollege bekragtig. ‘n Verkiesing is gehou 
en die volgende is tot die eerste Suid-Afri- 
kaanse Streekraad verkies : 

Genote: Prof. J. Black (Transvaal) Voorsétter. 

Dr. E. C. Crichton (Kaapland). 

Dr. R. L. Impey (Kaapland) Ondervoorsitter. 

Prof. J. T. Louw (Kaapland) Ere-tesourier. 


Dr. D. F. Standing (Natal). 
Dr. L. J. te Groen (Transvaal). 


Lede: Dr. F. N. Charnock (Kaapland). 
Dr. F. Daubenton (Transvaal) Ere-sekretaris. 
Dr. H. Renton (Natal). 


Die Streekraad sal hom beywer vir beter 
verloskundige en ginekologiese dienste, en 
geniet ’n groot mate van outonomie wat betref 


* Published in 1954 by J. & A. Churchill Limited. 


* In 1954 deur J. & A. Churchill gepubliseer. 
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in respect of domestic matters peculiar to the 
Union of South Africa. It is also empowered 
to advise and assist any other body requiring 
expert opinion on matters relating to 
obstetrics and gynaecology. The Regional 
Council will always enjoy the support and be 
able to tap the resources of the parent Council 
and of the Regional Councils in the other 
dominions, in fostering the advancement of 
obstetrics and gynaecology in South Africa. 

To further these needs the South African 
Regional Council is prepared to help in the 
drawing up of memoranda dealing with the 
educational, clinical, research and social 
aspects of obstetrics and gynaecology in the 
Union. The South African Council will 
welcome requests for advice and guidance 
from the central, provincial and local health 
authorities. 

It is to be hoped that the South African 
Regional Council will come to play in South 
Africa the important role in obstetrics and 
gynaecology which the parent body fulfils in 
connexion with the National Health Service 
in the United Kingdom. 

The President of the Royal College of 
Obstetricians and Gynaecologists, Mr. Charles 
D. Read, FR.CS., FRACS. F.R.C.O.G., of 
London, inaugurated the South African 
Regional Council at a ceremony in Durban 
on 4 July 1956, in conjunction with the 
Obstetrical and Gynaecological Congress held 
there at that time. 


INCOME TAX DEDUCTIONS AND 
POST-GRADUATE STUDY 


The Income Tax Act has been amended to 
allow medical practitioners who have been 
in practice for at least 3 years to gain relief 
from taxation in respect of expenses incurred 
for attending post-graduate study courses of 
not less than 6 months’ duration at any 
medical school or University in the Union or 
overseas. 

The recognition of this principle is most 
welcome as it will undoubtedly do much to 
encourage medical practitioners to maintain 
their contact with formal post-graduate 
instruction. 

The limit of 6 months which has been 
placed upon the period of study is bound, 
however, in practice to create difficulties for a 
large category of colleagues deserving of 
income tax relief in this regard. Many prac- 
titioners not only do not spend 6 months at 
a time on post-graduate study, but also often 
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huishoudelike aangeleenthede wat eie aan die 
Unie van Suid-Afrika is. Dit besit ook die 
bevoegdheid om raad en hulp te gee aan 
enige ander liggaam wat deskundige advies 
wil hé oor sake rakende die verloskunde en 
ginekologie. Die Streekraad sal altyd die 
steun geniet en gebruik kan maak van die 
hulpbronne van die moeder-Raad en die Streek- 
rade in die ander Statebondslande. 

Om hierdie oogmerke te bevorder is die 
Suid-Afrikaanse Streekraad bereid om te help 
met die opstel van memorandums in verband 
met die opvoedkundige, kliniese, navorsings- 
en sosiale aspekte van die verloskunde en 
ginekologie in die Unie. Aansoeke om advies 
en leiding, afkomstig van sentrale, provinsiale 
en plaaslike gesondheidskomitees sal deur die 
Suid-Afrikaanse Raad verwelkom word. 

Daar word gehoop dat die Suid-Afrikaanse 
Streekraad met verloop van tyd net so ’n 
belangrike rol op die gebied van die verlos- 
kunde en die ginekologie in Suid-Afrika sal 
speel as wat die moederliggaam reeds in die 
Nasionale Gesondheidsdienste in die Ver- 
enigde Koninkryk gedoen het. 

Die Voorsitter van die Koninklike Kollege van 
Verloskundiges en Ginekoloé, mnr. Charles D. Read, 
F.R.C.S., F.R.A.C.S., P.R.C.O.G., van Londen, het 
die Suid-Afrikaanse Streekraad van stapel gestuur by 
geleentheid van 'n plegtigheid wat op 4 Julie 1956 
in Durban plaasgevind het, gelyktydig met die 
Kongres van Verloskundiges en Ginekoloé wat 
toentertyd in daardie stad gehou is. 


INKOMSTEBELASTING-KORTINGS EN 
NA-GRAADSE STUDIE 


Volgens ’n wysiging van die Inkomstebelas- 
tingswet sal mediese praktisyns wat ten minste 
3 jaar lank gepraktiseer het, voortaan verlig- 
ting van belasting ontvang ten opsigte van die 
uitgawes wat aangegaan word met die by- 
woning van na-graadse studiekursusse wat ten 
minste 6 maande lank duur by enige mediese 
skool of universiteit in die Unie of oorsee. 

Die erkenning van hierdie beginsel is baie 
welkom, en sonder die minste twyfel sal dit 
veel doen om mediese praktisyns aan te moe- 
dig om hul kontak met formele na-graadse 
opleiding te bewaar. 

Die 6-maande-grens wat neergelé is ten 
opsigte van die studietydperk sal in die prak- 
tyk egter moeilikhede meebring vir ’n groot 
groep kollegas wat in hierdie opsig ’n korting 
op hul inkomstebelasting verdien. Daar is 
baie praktisyns wat nie 6 maande op ’n keer 
aan na-graadse studie bestee nie omdat dit 
dikwels nie nodig is nie. In talle gevalle kan 
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do not need to do so. In many cases an 
experienced practitioner's requirements can 
be met by much shorter periods of study. 
The concession in the Income Tax Act also 
makes no provision for the legitimate relief 
which a practitioner is entitled to expect 
when he attends an international clinical con- 
ference overseas. The 6 months’ limit will in 
practice, therefore, not give taxation relief to 
many who would genuinely be entitled to 
receive it. 

Now that the principle of taxation relief 
for this kind of post-graduate study has been 
established, the profession should try to per- 
suade the Minister to make this relief applic- 
able to shorter periods of study. This will 
have the desirable effect of encouraging prac- 
titioners to pursue post-graduate study more 
frequently, if they can do so for shorter 
periods than 6 months at a time. Such a 
state of affairs can only be in the public as 
well as the professional interest. 
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daar in die behoeftes van ‘n ervare praktisyn 
voorsien word deur ’n veel korter studietyd- 
perk. Die toegewing in die Inkomstebelas- 
tingswet maak ook geen voorsiening vir die 
wettige kortings wat 'n praktisyn geregtig is 
om te verwag as hy 'n internasionale kliniese 
konferensie in die buiteland bywoon nie. In 
die praktyk sal die 6-maande-grens derhalwe 
geen belastingsverligting meebring vir baie 
geneeshere wat heeltemal geregtig is om dit 
te ontvang nie. 

Noudat die beginsel van_belastingskorting 
vir hierdie soort na-graadse studie neergele is, 
behoort die professie ‘n poging aan te wend 
om die Minister te oorreed om hierdie soort 
korting ook van toepassing te maak op korter 
studietydperke. Dit sal ‘n besonder goeie 
effek hé; want dit sal geneeshere aanmoedig 
om meer dikwels na-graadse kursusse te loop, 
as hulle dit kan doen vir korter tydperke as 6 
maande op ’n keer. So ’n toestand van sake 
kan slegs in belang van die publiek sowel as 
die mediese professie wees. 


FIXED CLAW HAND AND THE POSITION OF FUNCTION 
AS ANATOMICAL OPPOSITES 


WILLIAM GIRDWOOD, B.Sc. (MED.), CH.M. (RAND), F.R.C.S. (ENG.), F.R.C.S. (EDIN.) 
Johannesburg 


Certain hand conditions are always with us in 
spite of the advent of chemotherapeutic drugs, 
which have changed the whole vista of hand 
surgery. Severe burns or trauma, radial palsy, 
fractured metacarpals and septic metacarpo- 
phalangeal joints will always present the 
problem of maintaining or retrieving hand 
function. 

It is a well established principle that the 
cock-up position of the wrist is important in 
this respect, and Kanavel pointed out the 
development of a clawed, useless hand if this 
principle is not maintained. 

However, this concept has been accepted 
and taught without any knowledge of how it 
works. Only the unsatisfactory suggestion of 
inflammatory exudate seeping along the 
lumbricals with peri-articular adhesions has 
been made, and the description of the 
‘intrinsic minus’ as compared with the 
‘intrinsic plus’ hand. 

In this article the basis of the principle is 
described in terms of the anatomy of changing 
position. Understanding is more important 
than empirical teaching and is necessary to 


prevent tragedies in hand surgery which still 
occur today.*# 

Claw hand can develop insidiously in a 
variety of conditions whenever wrist drop 
takes place, whenever the metacarpo-phalangeal 
joints are allowed to assume the position of 
extension and whenever movements are 
restricted by pain or splinting. 

The classification of the mechanisms is best 
done on the basis of the effects of : 

i. Change of wrist position. 

ii. Positional changes at the metacarpo-phalangeal 
(m-p) joints. 

Restricted finger movements at the 
phalangeal (i-p) joints. 


inter- 


THE Wrist JOINT 


In wrist drop the extensor tendons tighten and 
the flexor tendons and lumbrical muscles 


slacken, so that the m-p joints automatically 
take up the position of extension. 

Further, wrist drop weakens the power of 
the i-p joints because the flexor tendons are 
lax. The power of the i-p joints is diminished 
3-fold in moving from fu 
flexion.” 


ll extension to full 
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Fig. 1. Fixed claw hand following a wrist injury 
(dislocated lunate). 


Fig. 2. Fixed claw hand following a dorsal burn. 
Note button-hole deformity of the little finger. 


Fig. 3. 

A. Fixed claw hand. 

B. Relaxation of dorsal fibres of collateral liga- 
ment in extension of m-p joint. 

C. Dorsal interosseous muscle pulling joint sur- 
faces together in extension. 

D. Volar interosseous muscle hyperextending 
(and adducting) the m-p joint. 
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Wrist drop also affects the thumb. In wrist 
flexion the tautened extensor tendons extend 
the thumb joints. On subsequent flexion of 
the thumb i-p joint the long extensor is 
tightened further, bow-stringing the thumb 
into adduction (Fig. 1). 

Wrist drop therefore affects the m-p joints, 
the fingers and the thumb in a most important 
way. 

In wrist extension the extensor tendons 
slacken, the flexor tendons and lumbricals 
tighten. Consequently the m-p joints auto- 
matically flex. In this position the fingers (i.e. 
the i-p joints) are strong because the flexor 
tendons are taut. Furthermore, the thumb 
(because of its relaxed extensor tendons and 
its taut short muscles) becomes opposed with: 
slight flexion at both joints. Now contraction: 
of its flexor tendon and its short muscles 


Fig. 4. 

A. Hand in position of function. 

B. Collateral ligament taut in flexion of m-p 
joint. 

C. Dorsal interosseous muscle in position of 
mechanical advantage (in flexion of m-p joint). 
D. Volar interosseous muscle (and lumbrical). 
Note changed function of volar interosseous 
muscle in flexion. 
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brings the thumb into strong and useful 
opposition to the fingers. 


Collateral Ligament 
Taut. 


Acute Flexion 


Upper fibres of 
collateral ligaments 
relaxed. 


Straight Position 


Whole collateral 
ligament relaxed. 


alll 


Hyper- Extended 


Position 


Fig. 5. 

A. In the lower figure the callipers measures 
the distance from the centre of origin of the 
collateral ligament to a line projected from the 
articular surface of the head as seen from the 
side. An imaginary arc is then described (as 
depicted in the upper figure) which shows that 
the convexity of the articular surface of the head 
coincides with the lower part of the arc up to 
the line corresponding to the centre of the long 
axis of the bone. Thereafter the line of the 
articular surface falls away within the arc, thus 
explaining why the collateral ligaments are taut 
on flexion and relaxed in extension (Fig. 5 B). 


Fig. 5. 
B. Collateral ligaments of m-p joint in 3 
positions. 
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THE M-P JoINTS 


In 1943 the author first described the con- 
dition of hyperextension fixed deformity of 
the m-p joints.**34 In extension of these 
joints, the collateral ligaments are relaxed 
(Figs. 3B, 5) and because the insertion of the 
intrinsic muscles (Fig. 6) is rotated dorsally 
over the metacarpal head, the joint surfaces 
are actually pulled together (Fig. 3C). Only 
the volar interossei (inserted more distally 
into the lateral bands of the extensor 
aponeurosis) have a functional advantage 
(Fig. 3D). After a time these muscles may 
actually adduct the fingers in hyperextension. 
The other muscles tend to atrophy because 
they are in a position of mechanical dis- 
advantage. Fig. 4 shows the opposite mecha- 
nisms at the m-p joints in flexion. 

In hyperextension, fixed deformity will 
occur in any m-p joint which is immobilized 
in extension for any length of time. Micro- 
scopically the collateral ligaments, in such a 
case of fixed hyperextension deformity, show 
waviness of fibres with compression of nuclei 
(Figs. 7A and 7B). 

Because of the shapes of the m-p heads of 
the little and ring fingers, the shortened 
collateral ligaments may actually have to be 
stretched as the proximal phalanx is flexed. 
The finger will pass into flexion with a snap. 
Firm pressure is needed to extend the joint 
again, when the finger may suddenly snap 
over the midpoint into extension once more. 
This condition (entirely due to shortening of 
the collateral ligaments) has been described**-34 
as ‘the snap phenomenon’ (Fig. 8). It is one 
of the deformities associated with burns of 
the hand. 

The palmar ligament (Fig. 9A), receiving 
the ventral portion of the collateral ligaments, 


Fig 6. Insertion of intrinsic muscles. 

A. Insertion of volar interosseous (1) and 
lumbrical (2) into extensor aponeurosis. 

B. Insertion of dorsal interosseous (3) into side 
of phalanx and into palmar ligament (4). 
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may be jammed tightly against the metacarpal 
head in the late stages of this condition. 
Repeated attempts at flexion over some length 
of time allows the dorsal part of the collateral 
ligament of the m-p joint to open up. This 
gives the semblance of slight flexion at the 
m-p joint. But as it is not true flexion it has 
been called ‘ pseudoflexion 3434 (Fig. 9B). 


To summarize: When the m-p joints are 
extended, fixation can occur after a time from 
shortening of the relaxed and shortened col- 
lateral ligaments. Furthermore, the intrinsic 


Fig. 7. 

A. Microscopic section of normal collateral liga-. 
ment of m-p joint. 

Note broad fibres and normal nuclei. 

B. Microscopic section of collateral ligament of 
m-p joint in a case of fixed claw hand. Same 
magnification as in Fig. 7 A. Note their wavy 
fibres and ‘ wavy’ nuclei. 


Fig. 8. Hyperextended fixed m-p joint of little 
finger, following burns. It is in this type of 
joint that a snap phenomenon can be elicited. 
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muscles are in the position where maximal 
contraction produces minimal movement and 
the volar interossei, tending to dominance of 
action, actually accentuate hyperextension and 
adduction. Deformity and atrophy result. 

With flexion at the m-p joints, because the 
collateral ligaments are taut, the m-p joints 
can never become fixed from this cause. Hence 
they can be immobilized for any length of 
time in flexion. 

Because of the volar rotation of their points 
of insertion around the metacarpal head arc, 
the intrinsic muscles are in a position of 
mechanical advantage. Minimum contraction 
produces maximum movement. Hence with 
the m-p joints in flexion, functional recovery 
can occur at these joints and in the intrinsic 
muscles. This provides function at these 
joints and in the fingers distally. 


2 


Fig. 9. 

A. Distal articular surface of the m-p joint of 
the right index showing the palmar ligament (1) 
receiving the ventral portions (2) of the col- 
lateral ligaments. The articular surface of the 
proximal phalanx is shown in (3). 


B. Diagram of m-p joint demonstrating factors 
responsible for jamming (3) of the palmar liga- 
ment (6) against the metacarpal head. 

Note also shortened, relaxed collateral ligament 
(5); pull of intrinsic muscles (1) and (2); and 
the arc of pseudo-flexion (4) in which the dorsal 
surface of the m-p joint opens up without true 
flexion because of the jamming described. 
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THE I-P JOINTS 


Wrist flexion results in power loss in the 
fingers at the i-p joints, while power is 
increased on wrist extension. A study of the 
bone shapes**34 shows that the broad col- 
lateral ligaments between the phalanges always 
have some fibres relaxed in any position of the 
i-p joints (Fig. 10). This is very important, 


Fig. 10. The interrupted lines represent arcs or 
circles drawn from the origin of representative 
fibres (shown as continuous lines) of the broad 


collateral ligament. As the joint extends, the 
upper fibres will be relaxed and the lower fibres 
tautened. As it flexes, the reverse occurs. In 
the intermediate position of the joint both 
upper and lower fibres will be partially relaxed. 
Thus some fibres of the collateral ligament are 
relaxed in any position of the joint. 


because unless a full range of movement is 
maintained at the i-p joints, stiffness will 
occur; in fact, immobilization for any length 
of time in any position of the fingers at the 
i-p joints will result in fixation in that position 
and loss of the other movements. If move- 
ments have been limited, the rest of the range, 
which has not been performed, will be lost. 


THE FULL-BLOWN PICTURE 


The full-blown picture of fixed claw hand 
thus consists of wrist drop (which may be 
fixed) with fixed extended or hyperextended 
m-p joints; limited, weak and often stiff i-p 
joints; an adducted clawed thumb; and atrophy 
of intrinsic muscles and thenar and hypothenar 
eminences. 

It is not to be confused with the entirely 
different conditions of ulnar and median nerve 
claw hands. In fixed claw hand the normal 
functions of a human hand cannot be per- 
formed. The thumb cannot be opposed with 
any degree of strength and only poorly to the 
side of the index finger and metacarpal. The 
hand cannot grasp or form a fist. The meta- 
carpal arch cannot form. In the normal hand 
there is free opposition of the thumb to all 
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the fingers for sensory and motor associations, 
the hand can grasp with the thumb closing 
firmly over the fist, the tip reaching the 
proximal interphalangeal joint of the ring 
finger. 

The tragedy of fixed claw hand is entirely 
due to faulty posture, because the patient is 
allowed to assume the position of ease and 
comfort. This is natural in a hand when the 
elbow is resting in bed or supported by a sling. 

Any painful hand will develop this con- 
dition if it is allowed to assume the position 
of ease and comfort. Common causes include 
severe burns, painful prolonged infections, 
extensor tendon injuries treated by poor post- 
operative posturing and neglected radial 
palsies. 

Improper surgical treatment, splinting the 
hand in extension or encumbering the hand 
with massive dressings restricting movements, 
may also produce this functional impairment. 


ISOLATED M-P JOINT FIXATIONS 


Fixation in extension of one or more m-p 
joints as an isolated lesion must be distin- 
guished from the full-blown picture. 

1. In fractured neck of the metacarpal with 
the distal fragment displaced volarwards into 
the palm, the m-p joint will become fixed in 
hyperextension as will its neighbours (Fig. 11); 
but, the wrist being uninvolved, the fingers 
will retain their strength. The thumb will lie 
in opposition and retain its usefulness. 

2. The same applies to a septic m-p joint 
which ankyloses in extension so that the joint 
and its neighbours will be fixed in extension. 

3. Suture of the extensor tendons followed 
by prolonged post-operative immobilization 
in extension, until no droop occurs, invariably 
results in fixed m-p joints in extension. The 
droop in the later stages no longer occurs, not 
because of effective extensor tendon function, 
but because the m-p joints, fixed in extension, 
cannot now flex. 

In any of the partial lesions restricted to the 


Fig. 11. Diagram showing fixation in hyper- 
extension of m-p joints of ring, middle and 
little fingers following a fracture of the ring 
metacarpal. 
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m-p joints, if the hand (for any reason) is 
kept in the position of ease or comfort, and 
wrist drop occurs, together with restriction of 
finger movements, the full-blown picture of 
fixed claw hand will develop. 

The well-known picture of Volkmann's 
ischaemic contracture seen in textbooks, is one 
of contracture of the flexor group of muscles 
complicated by fixed claw hand. Through 
immobilization in extension, fixation in exten- 
sion has occurred at the m-p joints. 

Fixed claw hand can also result from intense 
pain, e.g. herpes zoster, when the patient is 
allowed to assume the position of comfort and 
ease and does not move the hand. The con- 
dition is seen perhaps more frequently in 
burns than in any other injury. As the pain 
and restriction of movement may last longer 
than 3—5 weeks, the patient may be allowed 
to assume the position of ease. When 
examined during the healing phases the stiff- 
ness is at first not appreciated as due to 
developing fixed claw hand. The hand is not 
positioned to overcome it, and so fixed claw 
hand becomes established. To prevent it, a 
cock-up splint should be worn at all times to 
keep the wrist in extension. Active move- 
ments must be encouraged from the start. At 
no time should wrist drop or m-p joint 
extension be permitted. 

Quite against generally accepted teaching 
and in spite of the raising of eyebrows by 
physiotherapists, a position of immobilization 
has been used in which plaster of Paris 
encloses the hand in a position of wrist exten- 
sion, thumb freedom and metacarpo-phalan- 
geal joints in flexion. These joints are held 
in flexion with plaster of Paris around the 
proximal interphalangeal joints. A__ little 
movement of the m-p joint does occur in 
flexion, but, most important, leverage is 
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permitted by which the i-p joints can be 
afforded maximal function through such 
leverage in the position most readily per- 
mitting strong flexor tendon function. 

This position of immobilization has been 
used on numerous occasions without detri- 
ment to the final intrinsic muscle function of 
the hand as a whole and never causes m-p 
joint fixation. The rapid return of i-p joint 
function is followed on removing the plaster 
by all-round improvement of hand function. 


SUMMARY 


The mechanism underlying the development of 
fixed claw hand is described. 

The anatomy of the position of function is 
explained. 

The role of the m-p joints in fixed claw 
hand and in the position of function is 
emphasized. 

The danger of the position of ease and its 
distinction from the position of function is 
stressed. 

OPSOMMING 


Die meganisme wat ten grondslag van die ontwik- 
keling van ’n vaste klouhand lé, word beskryf. 

Die anatomie van die posisie van funksie word 
verduidelik. 

Die rol van die middelhandkootjie- litte in vaste 
klouhand en in die posisie van funksie word 
beklemtoon. 

Die gevaar van die posisie van gemak, en die 
onderskeid daartussen en die posisie van funksie 
word benadruk. 
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PILONIDAL SINUS 


A METHOD OF TREATMENT 


GEORGE SACKS, F.R.CS. 
Cape Town 


In less sophisticated times scholars would 
while away an idle hour speculating on the 
number of angels able to balance themselves 
on the point of a needle. Nowadays the 
learned concern themselves with the question : 
How does hair get into a pilonidal sinus? For 
over a hundred years it was generally accepted 


that the condition was congenital in origin, 
either an inclusion dermoid or a medullary 
canal vestige. The presence of hair was easily 
accounted for. 

But since 1946, when Patey found a piloni- 
dal sinus on a barber's hand, many cases have 
been described as occurring elsewhere in the 


| 
a 
} 
| 
| 
| 
| 
| 
| 
| 


454 MEDICAL PROCEEDINGS » MEDIESE ByDRAES 


body and to label the condition congenital in 
these days stamps a surgeon as unmistakably 
as if he were to use a carbolic spray in his 
operating theatre. 

All this is very gratifying and illustrates the 
march of science. But when we ask how it 
has affected the patient we discover that sur- 
gical treatment is still accompanied by a 20% 
recurrence rate.! 

What makes the condition so troublesome 
to handle? The reason is that the surgeon is 
impaled on the horns of a dilemma. The 
patient as a rule becomes aware of his piloni- 
dal sinus only when it is infected. He there- 
upon takes what he calls his ‘boil’ to his doc- 
tor to be lanced. He is told when the infec- 
tion has cleared after incision and the adminis- 
tration of antibiotics that he will have to 
undergo an operation for the cure of his 
disease. When he asks what this means in 
disability and time off from work or normal 
activity, the answer given is that it depends 
upon the method used by the surgeon. The 
sinus may be excised and the wound sutured 
in the hope of achieving closure by first inten- 
tion, in which case he will be kept in bed for 
10—14 days. Alternatively the sinus may be 
excised and the resulting open cavity treated 
by plugs and dressing in which case the period 
of disability may vary from 3—6 weeks. The 

tient, if he has any choice, will opt for the 

rst method and if he does, he stands a 20% 
chance of recurrence with time wasting and 
added expense. Nothing is more irritating for 
the patient (and more damaging to the repu- 
tation of the surgeon) than to have to endure 
weeks of fiddling around with an awkwardly 
placed wound and to be told in the end that 
another operation is necessary for an ailment 
which does not threaten life, is not particu- 
larly disabling and on the whole does not 
excite great sympathy among one’s friends. 

The high percentage of recurrences follow- 
ing surgical treatment is usually ascribed to 
their site in the middle line, the unyielding 
nature of the superficial and deep fasciae and 
the dense periosteum over the sacrum all com- 
bining to create difficulty in the close approxi- 
mation of tissue after excision of the epithelial 
tracks. A number of ingenious methods have 
been evolved to overcome this trouble—plastic 


procedures with relieving incisions, marsupiali- - 


zation and the use of metallic sutures. None 
of these is uniformly satisfactory. Hence the 
enormous bibliography it is possible to com- 
pile on the subject. 

A method of treatment, therefore, which 
will heal every case in one operation and 
which keeps the patient in bed and away from 
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work and normal activity for less than 4 days 
deserves to be more widely known. It is a 
method which I have used in 43 cases over 
the past 15 years with no recurrences. I can- 
not claim it as my method for I came across 
a description of it years ago and I am unable 
to trace the original journal in which it was 
first described. 

At the outset the patient must be told that 
his wound will take 6 weeks to heal com- 
pletely, but that he will be laid up in hospital 
for only 2 or 3 days. He will be required to 
attend for dressings as an out-patient 3 times 
a week for the first 2 weeks and after that 
once or twice a week. He will be able to go 
back to work 4 or 5 days after the operation. 

The sinus and all tracks are excised at 
operation. As in the procedure for fistula-in- 
ano, some surgeons will prefer to outline the 
tracks with injected dyes. But those who can 
recognize granulation tissue when they see it 
will dispense with this. Complete removal in 
the average case leaves a ditch with fairly 
steep edges. Bleeding is stopped with dia- 
thermy or stitching, since ordinary ligatures 
are difficult to tie in the firm fibrous fascia. 
The open wound is lightly packed with gauze. 
This dressing stays in for 48 hours and serves 
merely to tide over the period when the 
wound may ooze. The next dressing is begun 
by laying a strip of 3-inch Elastoplast across 
the wound, sticky side down and dipping into 
its crevices. The sticky Elastoplast is in direct 
contact with the wound surface, no dressing 
intervening. Into the cavity lined with Elasto- 
plast is now packed cotton wool until it is 
flush with the skin edges on either side. Over 
this is placed another strip of Elastoplast which 
exerts firm pressure on the wool. Over this 
again another strip of Elastoplast is laid 
lengthwise. There is no need to use yards of 
Elastoplast, the effect of which is to convert 
the dressing into a kind of posterior cuirass 
and the patient into a species of turtle. Three 
strips, each about 8 inches long, are adequate 
for one dressing. 

This is a dressing which stays in place. The 
firm packing has a flattening out effect on the 
wound. The patient can now leave the hospi- 
tal. He is warned that there will be oozing 
through the Elastoplast which may stain his 
under-clothes. To minimize discomfort, the 
next dressing should be done in 48 hours. On 
uncovering the wound the surgeon unfamiliar 
with the method is apt to recoil in horror. 
For he will find a secretion-soaked dressing 
covering a repellent wound surface. Let him 
not despair. With a piece of cotton wool 


soaked in benzine he will scrub the wound 
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and the surrounding skin as if he were scrub- 
bing a floor. Immediately there will be a 
transformation. A clean granulating cavity 
will be revealed. I have not had any occa- 
sion to regret the use of benzine. It does not 
sting. It dissolves the rubber of the Elasto- 
plast and neither my patients nor myself have 
as yet developed aplastic anaemia from ex- 
posure to the fumes. 

Skin edges are painted with iodine and the 
whole procedure of Elastoplast and cotton wool 
packing repeated. I have found when pustules 
form on the skin in response to Elastoplast 
irritation, that merely rubbing iodine over 
them and replacing the Elastoplast is effective. 
It is quite wrong to abandon the method 
because of these pustules. They will always 
clear. 

For the first week dressings are done every 
second day. As oozing diminishes the interval 
becomes longer. In the last 2 or 3 weeks it 
will not be necessary to change them more 
than twice a week. The important point is 
that the patient is ambulant, able to do his 
work and is free of pain. 

Since we must accept the theory of an 
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acquired cause for the condition, i.e. of pene- 
tration of the skin of the natal cleft by a hair, 
its shedding and subsequent suction deep to 
the skin and the creation of a foreign-body 
cyst, part of the after-treatment should include 
shaving of the skin edges to prevent hair from 
entering the wound. 

There is no doubt that a large number of 
patients can be cured with excision and prim- 
ary closure. When healing occurs in this 
manner by first intention, the result is grati- 
fying but the risk of recurrence through break- 
down of the approximated tissue is real and 
the likelihood of its doing so is too high to 
warrant its use in all but very small sinuses. 
The method described above at the very least 
is worth a trial. 

OPSOMMING 


Die skrywer verstrek ’n beskrywing van ’n behan- 
delingsmetode vir pilonidale sinus wat die pasiént 
minder as 4 dae lank in die bed, en weg van sy 
werk en normale bedrywigheid af hou. 

Hy het dit in 43 gevalle oor die afgelope 15 jaar 
toegepas, en daar was geen nuwe invalle nie. 
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PARENTERAL MAGNESIUM SULPHATE THERAPY 
IN CORONARY HEART DISEASE 


A PRELIMINARY REPORT ON ITS CLINICAL AND LABORATORY ASPECTS 


B. MALKIEL-SHAPIRO, B.Sc. (OxoN.), D.MED. (Moscow) 
Johannesburg 
I. BERSOHN, B.Sc., M.B., B.CH. (RAND) 
and 


PAMELA E. TERNER 
South African Institute for Medical Research, Johannesburg 


The parenteral use of magnesium sulphate is 
an established practice in cardiovascular 
disease. Its use intravenously has been recom- 
mended in auricular paroxysmal tachycardia 
and occasionally in paroxysmal ventricular 
tachycardia; also in eclampsia and during 
attacks of hypertensive encephalopathy. It has 
been recommended as an adjuvant to mor- 
phine, to prolong the action of the latter with- 
out increasing its intensity. Magnesium sul- 
phate is known to exert a direct depression 
on all parts of the heart, the conduction 
mechanism as well as the myocardium itself. 
It is a depressant of the central nervous system 
and also of the peripheral musculature, both 


voluntary and involuntary. The latter effect 
seems to be due to a curare-like action on both 
the autonomic and central nervous systems.! 
This preliminary communication draws 
attention to the excellent response to small 
intramuscular injections of magnesium sul- 
phate which we have observed on patients 
suffering from coronary heart disease. 


CLINICAL OBSERVATIONS IN CORONARY 
PATIENTS TREATED WITH PARENTERAL 
MAGNESIUM SULPHATE 
Patients. During the past 23 years, one of us 
(B. M.-S.) has extensively used magnesium 
sulphate parenterally in the treatment of 
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coronary heart disease. Two groups of patients 
have been treated: 

(a) Patients who were first seen during an 
acute attack of coronary thrombosis or acute 
coronary insufficiency. 

(b) Patients who had recently recovered 
from an attack of coronary thrombosis or who 
were suffering from angina of effort, but with- 
out a history of an acute episode. 

Group A. Many patients in this group were 
treated intramuscularly with injections of 
magnesium sulphate. Some were in severe 
pain and suffering from shock when first seen. 
Others were relatively mild cases of transient 
coronary insufficiency. During the first few 
days patients were given a daily injection 
0.5-2.0 ml. of a 50% aqueous solution of 
magnesium sulphate. As their clinical condi- 
tion improved injections were given on alter- 
nate days and finally twice a week until they 
were discharged. Morphine or pethidine was 
given as required, but none of the patients 
treated with magnesium sulphate received any 
anticoagulant therapy. The patients responded 
extremely well to this treatment. Thus, there 
was prompt subsidence of pain, the amount 
of morphine or pethidine required was sur- 
prisingly small, convalescence was prompt and 
uneventful, and none of the patients so treated 
died in an attack. 

Group B. Since 1932 more than 200 
patients in this group have been treated with 
intramuscular injections of magnesium sul- 
phate, with conspicuous benefit. In fact, it 
became apparent that the more advanced the 
disease, the more striking was the response; 
within 12 hours after the first injection the 
majority experienced a feeling of profound 
well-being, the frequency and severity of the 
attacks gradually diminished, the tolerance to 
effort became greater and some _ patients 
became asymptomatic for periods up to 6 
months, even after discontinuation of treat- 
ment. After the third injection, if the patient 
experienced no subjective improvement, he 
was discouraged from carrying on with the 
treatment. 

Patients were usually given a total of 12 
intramuscular injections of magnesium sul- 
phate. The fore-mentioned dosage was given 
every fifth day. Thereafter they were given no 
treatment for 4-6 months, but instructed to 
return for further injections if, im their 
opinion, they had benefited from the treat- 
ment. A surprising number of patients did 
return and some have been treated regularly 
twice a year for up to 7 years. 

Although from the clinical point of view 
the benefit to the patient was striking and 
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beyond doubt, the rationale of the treatment 
was obscure to us. We thought that mag- 
nesium sulphate possibly may have been acting 
as an antispasmodic or sedative. However, it 
was always felt that this explanation was 
inadequate because of the long duration of the 
clinical improvement which, on _ occasion, 
would last 4-6 months after discontinuation of 
the treatment. 

Site and Technique of Injections —In our experi- 
ence, intramuscular injections of magnesium sul- 
phate in the doses here recommended are non- 
toxic. However, unless injections are given 
skilfully they can cause pain sufficiently severe to 
deter the patient from continuing with the treat- 
ment. Pain can be prevented by an appropriate 
technique. Care must be taken that the fluid does 
not get into the fascial sac which is covered by 
the gluteus maximus muscle. Injections should be 
given as high up and as laterally as possible, i.e. 
into the gluteus medius muscle, where it is mot 
covered by the gluteus maximus muscle. The 
injections should be given by the empty needle 
method. Syringes and needles should be sterilized 
by boiling or autoclaving. No chemicals (e.g. 
alcohol) should be used, as they may cause mag- 
nesium sulphate to crystallize and the piston of the 
syringe to stick. With these precautions, no 
patient has refused treatment because of the pain 
caused by the injection. 


ILLUSTRATIVE CASE HISTORIES 


1. Mr. J. M., aged 60 years, was a retired business 
man suffering from diabetes and hypertension. He 
had a very severe attack of coronary thrombosis 
in July 1954. He was kept in bed for 8 weeks, 
and given heparin and later Dindevan. When he 
became ambulatory, he experienced pain in the 
chest on effort and after emotional stress. He was 
given sedatives, vasodilators, Dindevan, Tapazol 
and insulin (for his diabetes) without benefit. The 
only drug that relieved the pain was nitroglycerine. 
His condition gradually deteriorated and he was 
unable to move across a room without experienc- 
ing a moderately severe pain in his chest. He was 
seen by one of us early in February 1955. During 
the clinical examination the patient had to take 4 
nitroglycerine tablets to relieve his pain. 

Physical examination revealed an underweight 
male, with a normal temperature and a pulse rate 
of 96 per minute at rest. A systolic murmur was 
heard over the praecordium. His heart was 
moderately enlarged, and his blood pressure 
elevated (170/110 mm. Hg). The electrocardio- 
gram showed left heart strain, left ventricular 
hypertrophy and evidence of an _ old _ healed 
anterior infarct. 

It was decided to discontinue all treatment with 
the exception of insulin and he was given 12 injec- 
tions of magnesium sulphate intramuscularly at 5- 
day intervals. His condition started to improve 
within 24 hours after the first injection. At the 
end of the course he could go for short walks with- 
out experiencing pain. He gradually stopped 
taking nitroglycerine tablets and resumed a normal 
life. The course of magnesium sulphate was fol- 
lowed by intramuscular injections of 5,000 units 
of heparin 3 times a week. In November 1955 


he was still well, free from pain, leading a normal 
life and taking no drugs. 
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2. Mrs. R. M. was a married woman aged 46, who 
lived in Southern Rhodesia. She had an attack of 
acute coronary insufficiency in 1948. She com- 
plained of severe retrosternal pain radiating into 
the left arm (and necessitating morphine), followed 
by shock, vomiting and a period of pyrexia. Her 
blood pressure, which was known to be elevated 
before the attack, dropped considerably and did 
not return to its previous level. The E.C.G. 
showed evidence of coronary insufficiency of the 
Tl type. She was kept in bed for 3 weeks. 

Following this attack, she remained with in- 
tractable and progressive angina of effort. These 
attacks were also precipitated by emotional stress. 
During the next 7 years she had several attacks 
of coronary insufficiency and had to stay in bed 
for varying periods of time. The E.C.G.’s showed 
a gradual deterioration. 

When seen on 1 November 1955, physical 
examination showed a middle-aged obese woman. 
There was a systolic murmur over the praecordium, 
the blood pressure was 130/80 mm. Hg. The 
E.C.G. was grossly abnormal with evidence of old 
anterior infarction. X-ray of her heart showed 
that the transverse diameter was enlarged, the 
enlargement mainly affecting the left ventricle. A 
barium swallow revealed that the cardiac impres- 
sion was increased. 

She was now experiencing severe attacks of noc- 
turnal anginal pain, as well as severe pain in the 
chest, radiating on effort into both arms. As she 
had already been on a low fat diet, and since 
neither vasodilators nor sedatives gave her relief, it 
was decided to try a course of injections of mag- 
nesium sulphate. Within 24 hours after the first 
injection pain on effort lessened and she slept with- 
out pain for the frst time in many months. After 
the fourth injection,she could walk fairly briskly 
without pain. She still had slight discomfort on 
going uphill and climbing stairs; this subsided 
promptly if she stood still. She ‘volunteered the 
information that she felt better than she had for 
years past. 

3. Miss E. P., aged 44, was seen in October 1955. 
She complained of slight shortness of breath on 
exertion, and retrosternal discomfort on climbing 
stairs and walking uphill. These symptoms had 
started recently. She had been under our care for 
many years. Her father, mother and 2 brothers 
died from coronary thrombosis. In November 
1951 it was noticed for the first time that her blood 
pressure was elevated (180/110 mm. Hg). She 
was treated for hypertension, which responded to 
therapy. During the subsequent 4 years she kept 
fairly well, and her blood pressure remained 
normal. In May 1954 she complained of vague 
dyspepsia, and during the course of a routine 
radiological examination, atheromatous calcification 
of the abdominal aorta was noted. She was put on 
a low fat, low cholesterol diet, to which she has 
since adhered. 

In October 1955, because her serum lipoprotein 
pattern was grossly abnormal and on account of 
her family history, she was treated with magnesium 
sulphate. After 3 injections she reported improved 
tolerance to effort. During the period of mag- 
nesium sulphate therapy the patient neither 
changed her diet nor received hypotensive drugs. 
At present she does not complain of dyspnoea and 
her retrosternal pain is no longer evident. 

4. Mr. B. D. E., a retired commercial traveller 
aged 68 vears, had a severe posterior myocardial 
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infarction in 1953. A stormy convalescence was 
complicated by pneumonia and pleurisy. He was 
kept on heparin for 3 months and gradually 
recovered. He remained symptom free on a low 
fat, low cholesterol diet (and no other treatment) 
for about 18 months, when he complained of 
intermittent attacks of retrosternal pain on effort. 
These attacks, he stated, were identical with those 
which preceded his attack in 1953. 

Physical examination was non- egg but 
his beta-lipoprotein concentration was 88%. He 
was given 2 ml. magnesium sulphate intra- 
muscularly. Within 24 hours he reported an 
improvement in the severity of his pain and he 
experienced a feeling of well-being. After 2 injec- 
tions of magnesium sulphate his beta-lipoprotein 
dropped to 77.7% and he no longer experienced 
pain on effort. After 4 injections, his beta-lipo- 
protein was 60.9%. 

Magnesium sulphate therapy which until that 
time had been given at 5-day intervals, was stopped 
for 14 days; his beta-lipoprotein fraction rose to 
74%. Two further injections were given and his 
beta fraction dropped to 65.9%. At this stage, as 
the patient was symptom free, it was decided to 
discontinue therapy for one month. Although he 
was still well at the end of the month, it was found 
that his beta-lipoprotein was now 75.5%. After 
2 further injections at 14-day intervals, the beta- 
lipoprotein fraction was 77.59%. It thus became 
apparent that in order to keep his lipoprotein 
pattern normal, at least one injection per week 
had to be given. Between March and May 1955, 
weekly injections were given and the lipoprotein 
pattern was kept normal (63.5%, 61.0% and 
64.5%). Throughout the course of his injections 
the patient led a normal life and was completely 
symptom free. 

5. Mr. W. H., a grossly overweight, over-worked 
business man aged 57 years, in apparently good 
health, had a severe attack of coronary insufficiency 
in 1955. He was kept in bed for 4 weeks and 
given daily injections of 20,000 units heparin, the 
daily dose being later reduced to 10,000 units. He 
was put on a low-fat reducing diet. Within 4 
months his weight fell from 191 to 140 lb., and 
he appeared to make a good recovery. However, 
on resumption of his activities, effort and anxiety 
were followed by attacks of retrosternal pain. The 
pain radiated into the left arm and was relieved by 
nitroglycerine tablets. As a precautionary measure 
against a relapse, he was kept on 10,000 units of 
heparin daily. He was also given one sedophyllin 
tablet t.d.s., p.c. Despite this therapy he required 
4-6 nitroglycerine tablets daily. 

Because of the poor response to heparin, it was 
decided to supplement heparin with intramuscular 
injections of magnesium sulphate. These were given 
at intervals of 5-7 days. The patient immediately 
noticed an improved tolerance to effort. By the 
end of the second week, he required only a very 
occasional nitroglycerine tablet during periods of 
extreme mental stress. This was the first time 
that we combined magnesium su!phate with heparin 
therapy. 

Clotting time estimations (Lee-White method) 
never exceeded 15 minutes while the patient was on 
daily injections 20,000 units of heparin. No change 
in clotting time was observed after the addition of 
magnesium sulphate. (In another case when hepa- 
rin was supplemented with magnesium sulphate, 
there was also no increase in clotting time.) We thus 
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formed the impression that in the small doses 
recommended there is no increased danger of 
haemorrhage when magnesium sulphate and heparin 
are administered simultaneously. This patient was 
subsequently tried on magnesium sulphate therapy 
alone, but he did not respond satisfactorily. Clinical 
and biochemical improvement resulted only when 
the 2 drugs were given together. 


CLINICAL AND LABORATORY OBSERVATIONS 
ON PATIENTS TREATED WITH PARENTERAL 
MAGNESIUM SULPHATE 


As it appeared evident that dramatic clinical 
improvement occurred in cases of coronary 
heart disease treated with magnesium sulphate, 
it was decided to follow the effect of intra- 
muscular injections of magnesium sulphate on 
the disturbed lipoprotein pattern in patients 
suffering from atherosclerosis and/or chronic 
coronary heart disease. 

The Patients. The lipoprotein pattern of 
22 patients suffering from coronary heart 
disease was investigated. Four of them, in 
addition to showing clinical evidence of 
coronary insufficiency were also diagnosed as 
suffering from essential hyperlipaemia. All 
were private cases and comprised 17 males and 
5 females. Ages ranged from 39 to 70 years, 
the average age being 53 years. Nineteen were 
treated with magnesium sulphate only; the 
remaining 3 patients received heparin therapy 
in addition to magnesium sulphate, because 
the former drug alone failed to improve the 
lipoprotein pattern. Before treatment, a lipo- 
protein estimation was carried out, and those 
patients showing an increased percentage of 
the beta-lipoprotein fraction were treated. 

Method. Blood was collected with the patient 
in a fasting state, i. a minimum period of 12 
hours since the last meal. Lipoprotein patterns were 
studied by paper electrophoresis according to the 
method of Durrum.2 

A vertical tank was employed holding 6 strips 
of Whatman 3 MM. filter paper, each 35 cm. long 
and 5 cm. wide. The paper was moistened with a 
modified Michaelis buffer solution pH 8.6. 0.1 ml. 
serum was used per strip and a current 160 volts 
and 12-15 mA. was applied per tank (i.e. 2-2.5 mA. 
per strip) for 17-18 hours. The strips were then 
dried in an oven at 80° C. for 60 minutes. They 
were stained with a saturated solution of oil red 
0 in 60%, ethanol for 18 hours and the excess dye 
removed by rinsing with tap water. Densitometry 
of the stained washed strips was carried out in an 
‘Eel-scanner with readings recorded at 1.25 mm. 
intervals. Our mean normal value for alpha-- 
lipoprotein is 35% and for beta-lipoprotein (includ- 
ing lipoproteins at the point of origin) it is 65%. 

Results, Our observations on the serum 
lipoproteins are summarized in Tables I and 
II. 

Twenty of the 22 cases showed a marked 
improvement in their clinical condition. In 
the majority of patients this improvement 
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occurred shortly after the first injection of 
magnesium sulphate. The 2 patients who did 
not respond clinically were of the ‘essential 
hyperlipaemia’ group. These stated that their 
clinical condition was aggravated by the treat: 
ment. In 14 of the 22 cases there was a 
dramatic improvement in the lipoprotein pat- 
tern (Tables I and II). There was no improve- 
ment in the 4 patients with essential hyper- 
lipaemia. Four other patients also showed no 
improvement in their lipoprotein pattern, 
though there was a definite clinical improve- 
ment. 


DISCUSSION 


The pronounced clinical response and im- 
provement in the serum lipoprotein picture 
achieved by parenteral magnesium sulphate 
raises several questions. To what extent does 
its action resemble that of heparin? What 
are its advantages over heparin? 

The use of heparin as an anticoagulant in 
acute cases of coronary thrombosis and 
thrombo-embolic diseases is, of course, stan- 
dard practice. Recent investigations, however, 
show that heparin, in addition to its anti- 
coagulant effect, has other beneficial effects in 
the therapy of degenerative heart disease. 
Thus, Hahn? has shown that this substance 
abolished alimentary lipaemia im vivo but not 
in vitro. Anderson and Fawcett* have demon- 
strated that, by mixing lipaemic sera before 
heparinization with sera after heparinization, 
the turbidity was cleared in vitro; they there- 
fore postulated that an antichylomicronaemic 
factor resulted from heparin administration. 

Nikkila> showed that after 50 mg. of heparin 
administered intravenously, the lipaemia-clear- 
ing activity was demonstrable 24 hours after 
the injection and that the clearing of lipaemic 
sera was accompanied (electrophoretically) by 
a decreased area of beta-globulin and an 
increased area of alpha-globulin. Lipoprotein 
studies showed that there was a transfer from 
the beta- to the alpha-lipoproteins. In the 
majority of fasting sera, but not in all, the 
clearing factor produced a transfer of choles- 
terol from the beta- to the alpha-globulins. 
The electrophoretic changes produced by the 
addition of heparin to fasting human serum 
were thought to be due to an interaction of 
heparin and some components of the beta- 
globulin fraction. In coronary heart disease, 
an increase in serum beta-lipoprotein concen- 
tration is almost invariably found. In many 
cases the administration of heparin, with or 
without restriction of fat intake, restores or 
tends to restore an abnormal lipoprotein pic- 
ture to normal. Thus, Graham and his col- 
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. 1, Beta-Lipoprotein Percentages in Cases Treated with Magnesium 


Sulphate Only. 

Mr. B. D. E., aged 70 years. One completed course and thereafter 

injections at intervals varying from,9 days to 1 month over a period of 

9 months. 

Mr. G. G., aged 39 years. Six injections only over a period of 1 month. 

Mr. I. A., aged 59 years. One course over a period of 5 months. 

Mr. J. O., aged 40 years. One course over a period of 3 months. 

Miss E. P., aged 44 years. Eleven injections over a period of 7 months 

at irregular intervals. 

Mr. S. S. P., aged 65 years. One course over a period of 6 months. 

Mr. F. N., aged 58 years. One course over a period of 6 months. 

Mr. B. D., aged 68 years. One course over a period of 2 months. 

Mr. R. R., aged 43 years. Three injections only over a period of 2 

months. 

Mr. W. W., aged 53 years. Two injections only over a period of 18 

days. 

pe R. M., aged 47 years. Four injections only over a period of 16 
jays. 


. 2. Beta-Lipoprotein Percentages in Cases Treated with Magnesium 
Sulphate and Heparin. 
Mr N. H., aged 52 years. 
Mrs. C. B., aged 42 years. 
Mr. S. R., aged 49 years. 
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leagues® have shown that heparin administered 
to Man and to rabbits produced a marked 
shift of lipoproteins of high Sf rates to those 
of successively lower Sf rates, and that heparin 
in cholesterol-fed rabbits prevented the 
development of high levels of Sf 10-50 lipo- 
proteins and retarded the development of 
atherosclerosis in these animals. They stated 
that ‘following heparin administration, the 
plasma contains an “active principle” asso- 
ciated with the ultracentrifuge globulins which 
produce similar re-orientation of the lipopro- 
tein spectrum im vitro.’ Jones and his co- 
workers,’ in discussing the use of heparin in 
anginal cases, stated that whilst many of the 
changes in lipoprotein metabolism following 
heparin are rapid (minutes to hours), other 
effects, as followed by ultra-centrifugal studies, 
show maintained or progressive changes over 
days. They also failed to find a single case 
that did not show some alteration in the lipo- 
protein pattern as a result of heparin adminis- 
tration, although there were individual varia- 
tions in the response. They state ‘that the 
only pharmacological agent which rapidly 
shifts the lipoprotein pattern in humans in 
the direction of normality is parenteral 
administration of heparin’, and they suggest 
that a deficiency of heparin or a heparin-like 
substance may be involved in causing lipopro- 
tein disturbances in Man. Gofman,’ in dis- 
cussing the therapeutic use of heparin in long- 
term anticoagulant therapy, suggested that the 
advantage of heparin over Dicumarol and 
Dicumarol-related drugs was that heparin, in 
addition to being an anticoagulant, also sup- 
pressed the Sf 12-400 lipoproteins and he 
recommended the use of heparin, over long 
periods, in high-risk persons. 

Other substances chemically unrelated to 
heparin have been shown to have similar 
effects. Thus, Anfinsen® states that any sub- 
stance similar to heparin will act in the same 
way, provided the molecular weight is high 
enough and the substance contains sulphate, 
and that dextran sulphate has a similar, though 
less marked action; but, at the same time, he 
suggested that the action of heparin is not 
entirely unspecific—a polyglucuronic com- 
pound will induce activity but the chondroitin 
type of polysaccharide will not. It should be 
mentioned here that magnesium sulphate has 
a low molecular weight. Anfinsen’ has also 


shown that the low density beta-lipoproteins 
and chylomicrons were rapidly removed from 
plasma through the action of a clearing factor 
induced by heparin administration. He stated 
that the ability of most individuals to utilize 
beta-lipoprotein 


administered heparin for 
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degradation, brings the possibility to mind that 
the error in diseases of lipid metabolism may 
be concerned with the formation of this hor- 
mone-like material in mast cells or with the 
control of their secretion. Havel and Brag- 
don! (working in the National Institute of 
Health, Bethesda) have shown that certain 
inorganic salts are also capable of eliciting the 
appearance of clearing factor as well as inter- 
fering with blood coagulation. They showed, 
in rats, that intravenous sodium polyphosphate 
of a high molecular weight was as effective as 
heparin in elicting the appearance of clearing 
factor. The anticoagulant activity of this sub- 
stance was, however, considerably less than 
that of heparin. Waldron and Friedman!! 
showed that a synthetic heparin-like sulpho- 
nated polysaccharide and pontamine fast pink 
BL produced similar effects to those of 
heparin, as far as clearing factor is concerned. 

Whilst observing the effect of heparin on 
the lipoprotein spectrum, Graham and his col- 
leagues® noted that 55 of 59 patients with 
moderate or severe angina pectoris reported 
marked relief from this symptom with a dras- 
tic decrease in nitroglycerine requirements, on 
a dosage of 1 or 2 injections of 50 to 100 mg. 
intravenous or intramuscular sodium heparin 
per week. Usually the relief of angina was 
noted after the first few injections. These 
workers were unable to provide any sugges- 
tion of a possible relationship between the 
effect of heparin (a) on the blood lipoproteins, 
and (b) in the relief of anginal pain, although 
they suggested that such a relationship might 
well exist. Gilbert and Nalefski,!* working 
on dogs, showed that heparin and Dicumarol 
increased the coronary flow volume and that 
the beneficial results of these drugs in angina 
pectoris and coronary thrombosis were due to 
this increased flow. 

The response we observed with parenteral 
magnesium sulphate quite clearly resembles 
that of heparin in some respects—in its capa- 
city to relieve pain and in its ability to restore 
an abnormal lipoprotein picture to normal. 
Presumably it likewise is similar to heparin 
in its capacity to clear lipaemic sera. Whether 
magnesium sulphate has an anticoagulant 
effect has not been adequately investigated. 
In 2 of our patients, in whom clotting time 
was determined following magnesium sulphate 
therapy, there was no increase in the coagula- 
tion time. 

Investigations are in progress to supplement 
the inadequate laboratory information given. 
In particular, we are investigating the total 
changes in blood lipid picture as well as the 
effect on the blood coagulation mechanism 
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from parenteral magnesium sulphate treat- 
ment. 

Magnesium sulphate therapy in addition has 
the following advantages over heparin. 

1. It is very cheap. 

2. It requires only infrequent administration. 

3. It seems to be non-toxic in the dosage recom- 
mended. 

4. There is no danger from haemorrhage, hence 
no laboratory control is required during its adminis- 
tration. 

Magnesium sulphate seems, in some instances, 
to have a synergic action with heparin, and 
in cases resistant to either drug they can be 
used together. The danger of haemorrhage 
from heparin does not seem to be increased by 
the simultaneous administration of magnesium 
sulphate. To date we have not encountered a 
‘magnesium sulphate fastness’ in any patient 
who at the onset of treatment was ‘ magnesium 
sulphate responsive’. The duration of the 
improvement observed in the lipogram fol- 
lowing administration of magnesium sulphate 
varies with different patients. The worst and 
most advanced case required an injection every 
7 days to keep the beta fraction under 65%; 
other patients required only one injection a 
month. 

We can offer no reasons why magnesium 
sulphate administered parenterally in cases of 
degenerative heart disease should be efficacious. 
Perhaps we are dealing with a drug which 
has a three-fold action, i.e. (a) a vasodilating 
effect; (b) an analgesic effect; and (c) a 
lipaemic-clearing effect. The infrequency of 
injections required to produce clinical im- 
provement would tend to discount the theory 
of a vasodilator effect. The limitations and 
shortcomings of this paper are fully appre- 
ciated by us. On the clinical side we can give 
no accurate figure of the number of patients 
treated successfully with magnesium sulphate 
injections during the past 23 years, but the 
figure exceeds 200. On the laboratory side the 
number of cases followed up is too small to 
permit statistical analysis. This paper is thus 
essentially in the nature of a preliminary com- 
munication and is being published with the 
hope that clinicians will try the effect of the 
drug in suitable cases and will let us know 
their results. The assessment of the response 
to any new treatment in the field of cardio- 
vascular diseases is a notoriously difficult task. 
Angina pectoris is particularly liable to spon- 
taneous remission at any time. Consequently, 
to make any firm conclusions about the value 
of any drug in the treatment of this condition 
is fraught with danger. Our views on the 
extraordinary therapeutic value of magnesium 
sulphate in the treatment of degenerative heart 
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disease may turn out to be incorrect. How- 
ever, we can but state that as a result of our 
experience with the drug, we would be very 
sorry indeed to be without it in managing 
middle-aged elderly  arteriosclerotic 
patients, with symptoms of coronary failure, 
and this despite the advent of anticoagulants. 


SUMMARY 


1. A dramatic clinical improvement results in 
many cases of coronary heart disease with 
parenteral administration of magnesium sul- 
phate. 

2. Abnormal lipoprotein patterns rapidly 
revert to normal in the majority of cases. 

3. The advantages of this therapy over other 
drugs are discussed. 

4. No definite suggestions are offered about 
the mechanisms involved. 

5. The trial use of this form of therapy, in 
suitable cases, is strongly advocated. 


OPSOMMING 


1. In baie gevalle van koronére hartkwaal volg daar 
‘n dramatiese kliniese verbetering op die parenterale 
toediening van magnesiumsulfaat. 

2. In die meeste gevalle word abnormale lipo- 
proteien-patrone gou-gou tot normaal herstel. 

3. Die voordele van hierdie soort terapie—in 
vergelyking met ander middels—word bespreek. 

4. Geen definitiewe wenke word aan die hand 
gedoen in verband met die meganismes wat by die 
saak betrokke is nie. 

5. Die proefondervindelike toepassing van hierdie 
soort behandeling in geskikte gevalle word sterk 
aanbeveel. 
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ADDENDUM 
OPHTHALMOLOGICAL OBSERVATIONS ON 


PATIENTS WITH ARTERIOSCELEROTIC HYPER- 
TENSIVE RETINOPATHY TREATED WITH 
PARENTERAL MAGNESIUM SULPHATE 


Two cases of arteriosclerotic hypertensive 
retinopathy deserve special mention, because 
in these patients the remarkable improvement 
in their eye-sight and in the appearance of 
their fundi, which followed parenteral 
administration of magnesium sulphate, were 
assessed by the ophthalmologists treating these 
patients. 


1. Mrs. P. H., aged 70 years, suffered from hyper- 
tension and diabetes. She complained of poor 
vision and was referred by one of us to Dr. J. E. 
Wolff, Ophthalmologist, Johannesburg on 16 
August 1955. Between this date and 4 January 
1956, she received 12 injections of magnesium sul- 
phate. She continued with her usual daily injection 
of insulin as before (a treatment she had been on 
for the past 10 years or so) and one tablet of 
aminophyllin ¢.d.s. (which she has taken without 
interruption for the past 12 years). With the 
exception of magnesium sulphate injections, nothing 
was changed in the management of this case and 
her diet was not altered in any way. Dr. J. E. 
Wolff reported: 

“This patient was first referred by you to me on 
16 August 1955. She was complaining of poor 
vision. Examination of the eyes revealed that the 
lids, conjunctiva and lacrimal apparatus were nor- 
mal. The ocular media were normal. The peri- 
pheral visual fields were full. She had scar tissue 
in both macular areas which resembled that found 
after haemorrhages. A few tiny micro-aneuryms 
were found in the right macular region. These were 
not specifically diabetic, but could be caused by 
hypertension. 

There were no other signs of diabetes in the 
fundi, i.e. exudates and round haemorrhages. 
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The vision was 6/60 in each eye. The patient 
was seen again on 4 January 1956, when it was 
found that her visual acuity had improved to 6/18 
in each eye. I was much surprised to find this 
improvement which I attributed to a diminished 
oedema in the macula dystrophic area.’ 

2. Mr. S. D., aged 68 years, who suffered from 
hypertension and hypertensive retinopathy, was 
referred to one of us by Dr. A. Jokl, Ophthalmic 
Surgeon, Johannesburg on 4 October 1955 for treat- 
ment. Between 12 October and 7 December 1955, 
the patient was given 12 injections of magnesium 
sulphate at 5-day intervals. No other treatment 
was given. Dr. Jokl reported: 

‘I saw Mr. D. for the first time on 4 October 
He complained about a haze over the right 
eye. Examination showed that there were extensive 
haemorrhages in the right fundus within the peri- 
phery and in the macula. The peripheral haemo- 
rrhages were partly small spots and partly streak- 
shaped. They were mostly found along the blood 
vessels. ‘The haemorrhage in the macula was mas- 
sive so that the underlying retina could not be seen. 
The left fundus was normal. The vision in the 
right eye was down to 6/36, while in the left eye 
with correction he had normal vision. The patient 
got no local treatment at all from me except that 
his right pupil was dilated. He was referred to Dr. 
Malkiel-Shapiro. Three weeks later (on 24 October 
1955) most of the peripheral haemorrhages had 
disappeared. The blood covering the macula was 
thinner and the structure of the retina underneath 
it could now be faintly distinguished. The vision 
was still only 6/36. On 15 November no peri- 
pheral haemorrhage could be seen at all in the 
right fundus. The blood in the macula had further 
decreased in quantity. The vision was 6/24. On 
7 December there was a further improvement of 
the vision to 6/18. Most of the macular blood 
had disappeared. On 11 January 1956 there was 
a further improvement of the vision to 6/12. No 
more blood in the macula. 

“I saw Mr. D. the last time on 14 April 1956. 
The structure of the macula looked now nearly nor- 
mal apart from some stippling. The vision was 
6/9. At no time could any fundus changes or 
haemorrhage be seen in the left eye.’ 


TRAUMATIC RUPTURE OF THE BLADDER 
LEON Bryer, F.R.CS. 


and 


CyrRIL KISNER, M.CH. (RAND) 
Johannesburg 


Rupture of the bladder occurs relatively infre- 
quently due to the protection offered by the 
pelvic cage. Nevertheless, this condition pre- 
sents an important surgical problem, since 
serious and often fatal consequences can be 
avoided only by prompt recognition of the 
injury and the speedy institution of measures 
for its relief. 

A series of 18 Bantu cases treated at Bara- 
gwanath Hospital over the past 3 years has 


been collected and this article reflects the 
experience gained with regard to the clinical 
features, diagnosis and treatment of this injury. 


AETIOLOGY 


In this series males preponderated over females 
by 16 to 2. This readily follows by virtue of 
the more hazardous occupations and ventures 
to which the male is exposed. 

The immediate causes of rupture are: 
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1. Direct violence, e.g. kicks, blows, crush- 
ing or penetrating injuries. 

2. Contraction of the abdominal wall by 
excessive straining or sudden violent efforts, 
e.g. lifting weights and during parturition. 

3. Faulty operative procedures, e.g. cysto- 
scopy, litholapaxy, transurethral resection, 
sloughing of ligatures around a portion of the 
bladder wall caught up during a hernia repair. 

All the cases reported here resulted from 
causes listed in Group 1. 

Predisposing factors which will render the 
patient more susceptible to the foregoing 
causative agents are: 

(a) Distension of the bladder, as in drunken- 
ness, psychopathic conditions or pathological 
obstructions, e.g. urethral strictures, or bladder 
neck obstruction. 

(b) Disease of the bladder wall, e.g. cystitis, 
tuberculosis or carcinoma. 

The importance of distension of the bladder 
must be emphasized, since the empty bladder 
is seldom ruptured except by penetrating 
injuries or by a spicule of bone in associated 
pelvic fractures. In regard to the latter, 7 
of the 18 cases sustained fractures of the pel- 
vis while in 5 others additional major injuries 
co-existed. It may be noted that over the same 
period 213 cases of fractured pelvis were 
treated at this hospital. 


CLINICAL FEATURES 


Rupture of the bladder may be intra- or extra- 
peritoneal. The clinical picture will vary 
accordingly. 

The basic clinical features in the diagnosis 
of rupture of the bladder are: 

1. History of injury. 

2. Shock, which may vary from a mild to 
severe degree. 

3. Lower abdominal pain and tenderness. 

4. Inability to pass urine, although the 
patient may initially pass a few drops of blood- 
stained urine with difficulty and tenesmus. 

5. Blood or blood-stained urine on cathe- 
terization. 

In intraperitoneal rupture the signs of peri- 
tonitis supervene after about 12 hours and the 
severity will depend on the degree of infec- 
tivity of the urine. Generalized pain, tender- 
ness and guarding of the abdomen occur and, 
with the resulting ileus, there is increasing 
distension. The presence of free fluid may 
be detected early, but with greater difficulty 
later on, owing to the tense abdomen. Some 
fullness and tenderness in the pouch of Doug- 
las may be felt on rectal examination. 

In extraperitoneal rupture, which occurs 
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particularly as a complication of fracture of 
the pelvis, a greater degree of shock is more 
likely to be present. 

The subsequent signs then depend on 
whether the escaping urine enters the space of 
Retzius and the postero-lateral perivesical 
spaces and infiltrates the retroperitoneal tissues. 
The triangular ligament prevents its downward 
spread. In late cases infected urine and pus 
may track outside the pelvis through the 
sciatic foramen into the buttock, through the 
obturator foramen into the upper inner part 
of the thigh or along the spermatic cord into 
the scrotum. Infection in these tissue planes 
occurs, varying again according to the degree 
of infectivity of the urine. There will be 
local swelling, pain and toxaemia. Abscess or 
even fistula formation may occur. (These late 
effects were not seen in any of the 18 cases 
reported here). 

The degree of shock on admission was found 
to be very variable and was severe (a systolic 
blood pressure of less than 90 mm. Hg) in only 
5 cases, 4 of which had associated fractures of 
the pelvis. 

Contrary to the greater ease in diagnosis 
with extraperitoneal ruptures, the cases of 
intraperitoneal rupture may prove difficult and 
the symptoms and signs misleading, thereby 
occasioning unfortunate delay in diagnosis. 

We have noted that obvious evidence of 
peritonitis has been late in showing itself, 
despite the fact that urine was freely present 
in the peritoneal cavity. 

In some cases, after an initial leak of urine 
into the peritoneal cavity, the tear in the 
bladder wall tends to become sealed off by an 
adhering loop of small bowel or omentum. If 
other relevant features are not obvious or are 
missed, the patient may be left until his con- 
dition starts to deteriorate, when the whole 
clinical picture may become very confusing. 

It is therefore important that should any 
single sign arouse the suspicion of a ruptured 
bladder, such as lower abdominal pain or par- 
ticularly when free fluid is unaccountably 
found to be present in the peritoneal cavity, 
further diagnostic aids should be invoked to 
confirm or exclude the possibility. 


DIAGNOSIS 


1. Catheterization. If an injury of the bladder 
is suspected, a catheter should be passed. A 
small quantity of blood or blood-stained urine 
will be withdrawn. This will indicate trauma 
either to the urethra, bladder or kidneys. The 
easy passage of the catheter into the bladder 
excludes a complete rupture of the urethra. 
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Rupture of the kidney will be associated with 
marked tenderness in the loin rather than 
suprapubically, and the patient will be able to 
micturate without difficulty (unless bleeding 
is severe enough to establish clot retention, an 
unlikely possibility in the early stages). 

A test, frequently used after the introduc- 
tion of a catheter, relies on the injection of a 
given quantity of fluid, usually normal saline, 
to see whether an equal quantity can be with- 
drawn. This test was found to be inaccurate 
on several occasions and because of it, the 
diagnosis of rupture delayed. 

It is misleading for the following reasons: 

(a) If insufficient fluid is used the bladder 
may not be sufficiently distended and leakage 
from a minimal tear passes undiscovered. 

(b) There may still be a slow leak into the 
peritoneal cavity despite removal of a quantity 
of fluid equal to that introduced. 

(c) The rent in the bladder wall may be 
sealed off by a loop of bowel or omentum 
becoming adherent at that point. 

(d) Occasionally blood clot may occlude the 
end of the catheter. 

This test is of positive value, however, when 
far more fluid is recovered than was intro- 
duced, in which case the catheter has passed 
through the rent and is draining the urine 
which has escaped into the peritoneal cavity. 

Vaughan and Rudnick! describe a_ test 
whereby 50-100 c.c. of air are injected through 
the catheter into the bladder and later X-ray 
views are taken to see whether the bladder 
outline is intact or whether air can be seen 
under the diaphragm or the anterior abdomi- 
nal wall. This test requires caution in view 
of the associated dangers of shock and air 
embolism. 

2. Cystogram. This procedure usually 
affords positive evidence of leakage from the 
bladder. After a control view of the pelvis is 
taken, about 100-150 cc. of a 17.5% solution 
of Diodine, ie. the normally supplied 35% 
concentration diluted by the same quantity of 
sterile water, is introduced into the bladder; 
antero-posterior and oblique views are taken to 
note any leakage. If the bladder appears intact 
a further quantity, governed by the patient's 
subjective feeling of fullness, should be intro- 
duced to make sure the bladder is fully dis- 


tended and that a small leak has not been. 


overlooked. 
This test, however is not infallible because : 
(a) A small leak can still be missed. 
(b) The rent may be sealed off by attached 
bowel. This occurs fairly soon after injury. 
(c) In intraperitoneal rupture, the opaque 
medium may be rapidly diluted by fluid in the 
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abdominal cavity and may not be clearly visua- 
lized radiographically. In such circumstances 
the radiographs should be carefully examined 
for any increase in density of the bowel walls 
or the lateral pelvic walls (Fig. 1). 


3. Cystoscopy. Unless severe shock, urethral 
trauma or associated fractures of the lower 
limbs prevents it, this procedure can readily 
be undertaken where further confirmation of 
the diagnosis is required. Bleeding is not 
necessarily a bar to the procedure. In spite 
of the inability to distend the bladder ade- 
quately, particularly in intraperitoneal rupture, 
the appearance of a tear or even loops of 
bowel makes the diagnosis certain. 

Stevens and Delzell? favour cystoscopy as 
a more ready means of obtaining a rapid diag- 
nosis, especially under emergency conditions. 
They report seeing a rent in the bladder in 11 
out of 13 cases cystoscoped. 

Failing the availability of this test it is wiser 
to operate than to procrastinate. 

4. Intravenous Pyelography. When renal 
injury is suspected in addition to vesical 
injury, this procedure should invariably be 
undertaken but should not be relied upon to 
give positive evidence of vesical rupture (Figs. 
2, 3). In both these cases of intraperitoneal 
vesical rupture, dye accumulated in the bladder 
in spite of large tears which were present. 
In one of our cases the LV.P. revealed 
a non-functioning right kidney and elevation 
of the right diaphragm plus a normal small 
outline of the bladder. This rather confused 
the issue, but the other clinical findings led us 
to proceed as for a ruptured bladder despite 
the foregoing radiographic appearances. 


TREATMENT 
We preface this by stating categorically that if 
the diagnosis of a rupture of the bladder is 
suspected or in doubt, operation should be 
undertaken. 
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It is far better to make an unnecessary expo- 
sure than to procrastinate and find such 
deterioration in, the patient’s condition that 
operation then becomes hazardous. A success- 
ful outcome is dependent on the rapidity of 
diagnosis and the promptness of surgical 
repair. 

The following principles may be observed 
in the repair of a ruptured bladder. 

A right paramedian incision allows adequate 
exposure and has the advantage that it can 
be extended upwards should the peritoneal 
cavity need to be explored. Alternatively, a 
subumbilical midline incision can be used. It, 
too, can be extended upwards after skirting 
the umbilicus. 

Adequate suction should be available in these 
cases. 

The bladder is exposed in the usual manner. 
Often, however, its definition may be a matter 
of difficulty owing to gross infiltration of the 
perivesical tissues with blood arising from 
damage to the extravesical venous plexus and 
fractured pelvic bone ends. 

Once defined, the bladder is opened in the 
midline and inspected for the extent of any 
injury. Tears may be multiple in the cases 
with an associated pelvic fracture. The 
wound edges should be excised and closed 
with 2 layers of interrupted catgut sutures. 

Tears in less accessible areas, e.g. at the 
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base, may have to be sutured from within the 
bladder with plain catgut sutures. The bladder 
is then closed around a large Malecot catheter 
which is brought out through the suprapubic 
wound. This suprapubic drainage of the 
bladder is the most important step in the treat- 
ment. Retropubic (extravesical) drainage is 
also essential. 

If intra-abdominal injury is suspected, there 
should be no hesitation in extending the 
incision upwards as mentioned, and opening 
the peritoneal cavity. Similarly, a concomitant 
rupture of the urethra may have to be dealt 
with. In cases of intraperitoneal rupture care 
should be taken to suck out all extravasated 
urine as completely as possible, after which 
the peritoneum can be closed without the 
need of peritoneal drainage. 

The retropubic drain is removed after 48- 
72 hours, while the suprapubic tube draining 
the bladder is left in for 10 days. When it 
is removed, an indwelling urethral catheter is 
left in for a few days, allowing the temporary 
fistula to close. 


SUMMARY 


1. Eighteen cases of rupture of the bladder 
are presented. 

2. The clinical features, diagnosis and 
management are discussed. 
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Pitfalls in the diagnosis are outlined 
briefly. 

3. A plea is made for the early diagnosis 
of this serious injury. Delay may mean 
fatality. In our view it is wiser to operate, 
when in doubt, than to procrastinate and wait 
for more definite signs. 


OPSOMMING 


1. Verslag word gedoen oor 18 gevalle van ’n ver- 
breking van die blaas. 

2. Die kliniese kenmerke, diagnose en behandeling 
word bespreek. Die struikelblokke in die weg van 
diagnose word kortliks geskets. 

3. ’n Pleidooi word gelewer vir die vroeé diag- 
nose van hierdie ernstige besering. Vertraging kan 
noodlottige gevolge hé. Volgens ons mening is 
dit verstandiger om te opereer as daar twyfel bestaan, 
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liewer as om uit te stel en op meer definitiewe 
tekens te wag. 


We wish to record our thanks to Dr. Allen, the 
Medical Superintendent of Baragwanath Hospital, for 
permission to submit these cases for publication 
and to Mr. Haywood, who is in charge of the 
Records Department, for his constant assistance. 
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ANAESTHESIA FOR MAJOR SURGICAL PROCEDURES 
IN THE NEWBORN AND THE INFANT 


A REVIEW OF 100 CASES 


MICHAEL S. KRAMER, M.B., B.CH., D.A. (RAND) 


Johannesburg 


With the rapid advance in paediatric surgery 
(especially the surgery of congenital anomalies) 
paediatric anaesthesia has of necessity advanced 
concomitantly. Surgery which some years back 
was not contemplated, is now possible with a 
physiological basis for anaesthetic methods. 
Hypersaturation with toxic drugs (and agents 
with prolonged actions) are now avoided. The 
preservation of adequate oxygenation and 
carbon dioxide elimination is maintained at all 
times and special precautions ensure an un- 
obstructed and effortless exchange of gases to 
and from the lungs. The techniques employed 
and their manner of administration cannot be 
crude. Attention must be devoted to detail. 
What may seem like a small deviation from 
normal to the anaesthetist may mushroom into 
impending disaster. As Stephen! states: ‘An 


adult under anaesthesia may be able to com- 


pensate for a minor respiratory obstruction, 
but a child is able to do this only for short 
periods of time. It is a recognized fact that 
the commonest cause of death in anaesthetized 
children is anoxia.’ 

Maintenance of circulating blood volume 
and adequate fluid replacement by accurate 
measurement of blood loss during surgical pro- 


cedures has assisted greatly in maintaining a 
physiological status quo. 

The object of this review of 100 consecu- 
tive cases involving major anaesthetic prob- 
lems in the newborn and the infant, is to 
illustrate the difficulties encountered and the 
methods which have been used to combat 
them. A scheme of anaesthesia has been 
adopted in these cases which I feel is sound, 
physiological in its basis, and satisfactory from 
the surgical aspect. I do not feel that these 
anaesthetic problems should be in the province 
of the occasional anaesthetist any more than 
that the equivalent surgical problem should 
be handled by the occasional surgeon. 


PRE-OPERATIVE MEASURES 


Premedication: 1. Opiates and Barbiturates. 
In this particular series of cases no patient was 
over the age of one year, hence no sedation 
was considered necessary pre-operatively, as it 
has been felt that the disadvantages of drugs 
of the opiate or barbiturate group by far out- 
weigh the advantages. Leigh and Belton, 


however, recommend morphine for pre-opera- 
tive medication at all ages. 


In this series 
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opiates and barbiturates have been avoided. 
The reason for this is to prevent: 

1. Respiratory depression. 

2. Prolongation of induction using inhala- 
tion methods. 

3. Prolongation of anaesthesia at the com- 
pletion of the operation. (It has been the rule 
to have the patient awake from the anaesthetic 
as soon as possible after completion of the 
operation.) 

2. Atropine and Scopolamine. Newborn 
babies in this series have mot been given any 
atropine or scopolamine. It has been given 
only to infants over the age of 6 months 
weighing not less than 15 lb. The average 
dose for those between 6 months and 1 year 
has been 1/200—1/250 gr. atropine. Those 
patients who have not received atropine have 
not presented any particular difficulty. Induc- 
tion of anaesthesia and maintenance have not 
been hindered by excessive salivation or hyper- 
secretion. The disadvantages of raising the 
already high basal metabolic rate, the slight 
rise in body temperature, the discomfort of an 
excessively dry mouth and the possibility of 
producing inspissated secretions in the respira- 
tory tree, outweigh the possible advantage of 
vagal protection and drying up of secretions. 
It has been my practice to use atropine sul- 
phate supplied in ampoules only. The use of 
stock solution is extremely unsatisfactory as 
the strength of the solution varies with 
evaporation of the fluid vehicle. The use of 
tablets made into a solution for injection is a 
practice which should be relegated to the his- 
tory of anaesthesia. 

Preparation of the Patient for the Theatre. 
As far as possible, in elective cases, it has been 
our practice to attempt to get the patients into 
the best possible physical state before attempt- 
ing procedures of any magnitude. Unfortu- 
nately the majority of cases fall into the 
emergency class and have to be operated on at 
the earliest possible moment. 

Intravenous Fluid Therapy. Before opera- 
tive procedures of any magnitude on infants 
and the newborn, adequate intravenous fluid 
administration must be available. This implies 
adequate volumes of fluid and blood, and also 
(what is of very great importance in these 
cases) an efficient and reliable source of entry 
for anaesthetic agents to maintain smooth 
anaesthesia. It is to everyone’s advantage to 
have the drip on the side of the body opposite 
that on which the surgeon will stand. This 
allows easy access for the anaesthetist and 
there is no disturbance of the surgeon and the 
theatre sisters. 
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Fluids. Metabolism is very easily upset in 
the newborn and in the infant. If the natural 
fluid intake is reduced, or if vomiting and 
diarrhoea are present for as short a period as 
24 hours, dehydration and disturbance of acid- 
base balance will complicate the anaesthetic 
problem. For this reason toxic anaesthetic 
agents, and those which interfere with meta- 
bolism, should be avoided. 

Normally infants withstand loss of fluid 
poorly and any deficit must be made good; 
5% glucose in water is the agent commonly 
used, and the average requirement is on the 
basis of 20-30 c.c. per lb. over a period of 24 
hours. For infants less than 4 days old, the 
requirement is 10-15 c.c. per lb. over 24 hours. 
This should not be exceeded, as over-hydration 
may result in pulmonary oedema. To avoid 
this the contents of the bottle containing fluid 
is limited to the 24-hour requirement. It is 
known that the kidney in the child does not 
easily secrete sodium and chloride; also kidney 
function is depressed post-operatively, and 
even less chloride than usual is secreted. For 
this reason we never employ saline for intra- 
venous therapy in children (or adults) unless 
persistent vomiting has taken place. It has 
been stated that? ‘normal saline ought to be 
placed on the list of dangerous drugs, only to 
be used after careful consideration of dosage’. 

Blood. If a patient has any obvious 
anaemia, blood should be given before opera- 
tion. Shock is prevented more easily by 
prophylactic transfusion than by waiting for a 
blood deficit and then replacing it. The 
average normal haemoglobin values* in the 
newborn and the infant are: 

At birth: 17.6 g. per 100 cc. 

2 days: 18 g. per 100 cc. 

14 days: 17 g. per 100 cc. 

3 months: 11.4 g. per 100 c.c. 

6 months: 11.5 g. per 100 c.c. 

1 year: 12.2 g. per 100 c.c. 

Stephen ' recommends that any infant under- 
going surgery with a haemoglobin of less than 
10 g. % should have a transfusion. Blood loss 
during surgery should be replaced and a care- 
ful watch must be kept to avoid putting the 
patient into debit. Accurate blood loss estima- 
tion is not easy and replacement must be 
efficient. Blood loss must be avoided at all 
costs. The use of the diathermy cautery has 
greatly reduced the difficulties due to blood 
loss, and has also made surgery in certain areas 
easier. 

It should be remembered that 30 cc. of 
blood lost by an infant of 6 months old is the 
equivalent of 500 cc. lost by an adult. It 
must be replaced as soon as possible. 
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Gastric Tubes. Before operation it should 
be a rule in all cases to pass a tube into the 
stomach, for 2 reasons. 

i. It is not uncommon in anaesthesia to find 
that the stomach of the infant becomes 
enormously distended with air, which pre- 
vents adequate respiratory movements. In my 
experience this has occurred even with endo- 
tracheal tubes im situ. Whilst the mechanism 
of this phenomenon is not quite clear, it is to 
be remembered as a source of interference 
with normal respiratory movement. The 
dramatic improvement which takes place when 
a tube is passed is never forgotten, when once 
seen. 

ii. Even in newborn infants the eternal 
problem of aspiration of stomach contents, 
with the usual fatal results, should not be 
forgotten. At birth it is usual to find 5-6 cc. 
of stomach contents. If, during an operative 
procedure shortly after birth, this fluid is 
aspirated into the respiratory system, anoxia 
and death may supervene. 

It is my regret that in one case in this 
series (Case 54, Child S., aged 24 hours, 
operation for massive omphalocoele) a 
stomach tube was not im situ at operation. Its 
presence would have prevented a death from 
what I believe to have been aspiration of 
stomach contents. This patient was only 24 
hours old and, despite an endotracheal tube 
and oro-pharyngeal pack, stomach contents 
regurgitated during attempted closure of the 
skin over the omphalocoele. The baby died 
shortly after the operation was completed, in 
spite of vigorous tracheo-bronchial toilet. 

It is now our routine to pass stomach tubes 
for all abdominal procedures, and all 
emergency cases in this age group. In addition, 
a suction apparatus is at hand throughout 
every operation, and the stomach is sucked out 
periodically throughout the procedure. 

It is of great moment to remember that the 
emptying time of the stomach varies greatly 
from case to case, and vomiting of undigested 
stomach contents has occurred, in my 
experience, up to 10 hours after the last meal 
in children. 

Four routine cases I insist that the last feed 
is at least 6 hours before operation. Clement 
Smith*® has stated that the stomach empties 
more slowly in the newborn period than at 
any other time of life. The average emptying 
time is given as 8 hours. Henderson® states 
that emptying of the stomach may take as 
long as 24 hours. Other workers’ have found 
barium in the stomach 7 days after ingestion. 
They give the following emptying times: 
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Less than 5 hours = 30% of cases. 

5-8 hours = 27% of cases. 

More than 8 hours = 43% of cases. 
The emptying time of the stomach of pre- 
mature infants, however, appears to be shorter. 

Other Pre-Operative Measures. Small doses 
of ACTH have been given before very major 
procedures to tide the patient over the period 
of physical insult. 


TECHNIQUE FOR OPERATIVE PROCEDURES 


Induction. \nduction of anaesthesia in all 
these cases has been with divinyl ether, nitrous 
oxide and oxygen: oxygen at 2 litres per 
minute; nitrous oxide at 5-6 litres per minute 
and divinyl ether introduced either in the 
chloroform bottle of a standard Boyle's 
apparatus or a Goldman's drip. None of these 
cases has been induced with the open mask 


technique. I have found this method® safe, 
rapid and smooth. It allows for adequate 
oxygenation and adequate relaxation for 
intubation. 


I have not used ethyl chloride on children 
in any age group for some years, as it has 
neither the safety nor the efficiency of divinyl 
ether. Cambell and Hunter Smith’ seem to 
disagree with this view. They report a series 
of guillotine tonsillectomies on 12,038 
children up to the age of 14 years, using 
ethyl chloride, without a single death. On the 
other hand, other authors!-!3 draw attention 
to the dangers of ethyl chloride, e.g. the 
depressant effect on the myocardium, the 
narrow margin of safety between the effective 
and the lethal doses, the liability to laryngo- 
spasm, post-operative vomiting and_ liver 
damage, as well as the great potency of the 
drug and the danger of overdose. Goodman 
and Gilman!‘ draw attention to the possibility 
of ventricular fibrillation and cardiac arrest 
with ethyl chloride. On the other hand. 
divinyl ether has been described by Dawkins!* 
as ‘the safest known anaesthetic drug’. 

After the initial induction, in order to 
intubate more easily, small doses of Scoline 
may be used; 0.5 mg. per Ib. body weight is my 
usual dosage. It has, however, been my 
practice to avoid relaxants in emergency 
surgery in this series, until intubation has 
been effected, as silent regurgitation of 
stomach contents is always a danger. Cope!® 
states that ‘there is one class of case in which 
intubation after the injection of muscle 
relaxants may bring danger. This is the acute 
abdomen in a baby’. 


Intubation. All cases in this series have 


been intubated with the flexo-metallic type of 
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endotracheal tube. The tube used has 2 
openings, a large one (which may be left open 
to the atmosphere) and a smaller one through 
which gases from the machine are delivered 
to the patient. The tubes have been lubricated 
with either 2% Nupercaine ointment or 
Pramoxine Hydrochloride Jelly. In no case in 
this series has there been any sign of oedema 
of the glottis following operation. 

Intubation has presented no problem with 
divinyl ether in small children. Relaxation 
is adequate and small babies do not require a 
very great depth of anaesthesia. My technique 
for intubation is to use a Welch-Allyn 
type of laryngoscope fitted with a ‘ premature’ 
blade, well lubricated. A metal stilette is 
placed through the larger aperture of the tube 
to allow easier direction of the tip of the tube 
between the cords. As soon as the tube is in 
the correct position, the stilette is removed 
and the smaller aperture connected to the gas 
machine. Care should be taken to see that the 
tube is firmly maintained by strapping, as 
movement of the tube may be extremely 
hazardous during operation. It is my practice 
to place a small oro-pharyngeal pack round 
the tube. 

The advantages of intubation far outweigh 
any possible objections there might be to this 
procedure : 

1. Dead space is cut down to the barest mini- 
mum. 

2. There is much smoother control of the anaes- 
thetic. 

3. There is less chance of aspiration of stomach 
contents, 

4. A certain unobstructed airway is ensured. 

5. There is good elimination of carbon dioxide. 

6. If muscle relaxants are used, there are facilities 
for adequate controlled or assisted respiration. 

7. There are better operative conditions for 
abdominal surgery. 

8. Tracheo-bronchial toilet may be performed 
through the outlet orifice of this type of tube by 
passing a small catheter or polythene tube down 
into the trachea and bronchi. 

Maintenance of Anaesthesia. Early on in 
the series it was my practice to use nitrous 
oxide, oxygen-ether and divinyl ether for 
maintenance of anaesthesia, using minimal 
ether and divinyl ether intermittently for 
deepening anaesthesia, always endeavouring to 
have the baby as nearly as possible awake at 
the end of the operation. Whilst this method 
was fairly satisfactory and easy, it does not 
allow for: 

1. The Use of the Cautery. This is a great dis- 
advantage, as in paediatric surgery it is essential 
to prevent as much blood loss as possible; also, it 
reduces the operating time and in some instances 
of dissection of the hepatic area is a great surgical 
asset. 
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2. Adequate operating conditions without deep 
anaesthesia. 

3. Rapid return to consciousness. 

4. Non-interference with normal physiology. 

It is a known fact that prolonged ether 
anaesthesia produces the following changes in 
normal physiology!’ : 

(a) Slight reduction in haemoglobin. 

(b) Slight anaemia, which may last up to 7 days. 

(c) Prolongation of coagulation time—significant 
lowering of the prothrombin level in the blood 
which is maximum on the 4th post-operative day, 
and is probably due to the toxic effect of ether on 
the parenchyma of the liver. 

(d) Slight increase in carbon dioxide content of 
the blood with a lowering of the oxygen content. 

(e) Inhibition of phagocytosis. 

(f) Increased fat, cholesterol and phosphate con- 
tent of the blood. 

(g) A lowered blood potassium. 

(h) A raised pulse pressure, but the heart is 
allowed to work against a lowered peripheral resist- 
ance; cut surfaces will bleed more freely. 

(7) Oliguria or even anuria. 

(j) Albuminuria nearly always occurs. 

(k) slight rise in blood urea.  (Minnit !5 
states that this is due to ether acting on the renal 
cells and has shown that it does mot occur with 
nitrous oxide and oxygen anaesthesia.) 

In order to maintain anaesthesia in the most 
physiological state, I now use nitrous oxide 
50%, oxygen 50% and muscle relaxants 
given in intermittent doses, intravenously. 
Controlled or assisted breathing is maintained 
throughout the procedure, and at all costs 
adequate oxygenation and thorough carbon 
dioxide elimination are maintained. It cannot 
be stressed enough that adequate oxygenation 
and carbon dioxide elimination are a sime qua 
non of the maintenance of a truly physiological 
condition. 

At this stage one should review the recent 
work of Hall,!? who has investigated the tidal 
volume of the anaesthetized child. He gives 
the figures shown in Table 1: 


Tase I 
Tidal Respiratory Minut: 
Age 1 “olume Rate Volum 
6 months 64 ccs. 55 3.5 litres 
2 years... 143 ces. 30 4.4 litres 
8 years... 228 ces. 25 6.2 litres 


To maintain adequate inflation of the lungs, 
I attach a small rubber bag to a standard 
expiratory valve. The bag is taken from a 
standard B. L. B. apparatus. The valve is left 
slightly open and is attached to the outlet of 
the flexo-metallic tube. A Water's canister 


may be added to the circuit, but is probably 
not necessary. With a high flow of gases and 
with the valve open, all excess carbon dioxide 
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is blown off. I usually inflate the lungs fairly 
frequently, and the rate for these cases is about 
50 times per minute. Care should be taken 
not to over-expand the lungs and, as an added 
precaution, I have drilled a hole in the metal 
tube holding the expiratory valve. This hole 
has to be closed by pressure of the finger in 
order to inflate the lungs. 


Choice of Muscle Relaxants. Since the ultra- 
short-acting relaxant  succinylcholine has 
become available, I feel that in this type of 
work there can be no other choice of a muscle 
relaxant. I have used Scoline exclusively for 
the last few years and find that it gives 
extremely profound relaxation, is reliable and 
seems to be very well tolerated by infants. At 
one stage in the series I did a number of cases 
with d-tubocurarine chloride and found that 
there was apparently in infants .a hypersen- 
sitivity to this drug, the response to prostig- 
mine being disappointing. Later Flaxedil was 
used, but again I was not as happy with this 
drug as with succinylcholine. 

Stead”? (of the University of Liverpool) has 
proved without doubt in an extremely valuable 
piece of research, that : 

‘The response of that neonate to doses of d-tubo- 
curarine chloride resembles that of a myasthenic 
patient. This hypersensitivity indicates the neces- 
sity for extreme caution in the administration of 
d-tubocurarine chloride to neonatal infants. Further- 
more, it is doubtful whether reliable reversal of the 
action of d-tubocurarine chloride by neostigmine 
can be obtained in the newborn.’ 

He goes on to state that in 300 neonatal 
operations, using succinylcholine, in spite of 
lower pseudo-choline esterase levels known to 
exist in such infants, there has been no case of 
prolonged apnoea. In addition he has shown 
that the neonate requires at least twice the 
dosage of Scoline to produce an effect com- 
parable to that produced in adults. My usual 
dosage is 0.5 mg. per. lb. of body weight— 
repeated at the first sign of the return of 
spontaneous respiration. 


OBSERVATION OF THE PATIENT DURING 
OPERATION 


1. Heart Rate. As soon as the baby is anaesthetized, 
a stethoscope is strapped to the left chest for a con- 
stant indication of heart rate throughout the opera- 
tion. The rate is taken every few minutes 
throughout the procedure. 

2. Temperature. The temperature should be 
recorded throughout. 

3. Colour. If at any time there is the slightest 
doubt about the oxygenation or patency of the air- 
way, the operation must stopped immediately 
and the cause determined. Children do not tolerate 
anoxia of any degree and the slightest suggestion 
of trouble must be investigated. 
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4. Tracheo-Bronchial Toilet. Any accumulation 
of mucus in the respiratory tract must be dealt with. 
Suction down the flexo-metallic tube is easy and 
allows maintenance of a clear airway. 

5. Blood Loss. Strict attention should be paid to 
blood loss and any deficit made good. 


POST-OPERATIVE CARE 


1. The first essential in the post-operative 
period is to return a conscious patient to the 
ward. I do not believe that an anaesthetic 
is complete before a patient is conscious and 
it is the bounden duty of the anaesthetist to 
supervise the patient until this is achieved. 

2. Before returning a patient to a ward, 
great care must be taken to see that all excess 
secretions have been removed from the mouth, 
nose and pharynx and that the airway is com- 
pletely clear. 

3. The patients in this series were trans- 
ferred from the theatre table directly to their 
cots fitted with portable oxygen hoods. It is 
essential that these should contain a very high 
concentration of oxygen with no chance of 
carbon dioxide build-up. 

4. In upper abdominal and thoracic pro- 

cedures we usually insufflate Alevaire into the 
oxygen hoods to minimize the chance of post- 
operative pulmonary sequelae. 
5. Sedation. Post-operative sedation is seldom 
practised to any great extent in these cases. It 
is felt that movement and crying is to be 
encouraged in the post-operative period, to 
prevent post-operative pulmonary sequelae. 


ANALYSIS OF CASES 


The surgical and the anaesthetic procedures 
may be classified as follows: 

Tracheo-oesophageal fistula: 5 cases (Scoline in 
4 cases and Flaxedil in 1 case). 

Abdomino-perineal reconstruction of the rectum: 
7 cases (Scoline). 

Tumour of the kidney: 3 cases (Flaxedil, ether 
and Scoline, i case each) 

Removal of membrane over the brain: 4 cases 
(Scoline in 3 cases and Tubarine in 1 case). 

Ureteric-subarachnoid anastomosis (for hydro- 
cephalus): 2 cases (both scoline). 

Ventricular-peritoneal anastomosis: 1 case (Sco- 
line). 

Patent ductus arteriosus ligation: 2 cases (Flaxe- 
dil and Tubarine, 1 case each). 

Ramstedt’s operation: 2 cases (ether and Scoline, 
1 case each). 

Splenectomy: 2 cases (both Scoline). 

Meningocoele: 6 cases (Flaxedil, 1 case; Scoline, 
5 cases). 

Strangulated hernia: 2 cases (Flaxedil and 
Scoline, 1 case each). 

Intussusception: 3 cases (Scoline, 2 cases; Flaxe- 
dil, 1 case). 

Intussusception and gangrenous appendix: 1 case 
(Scoline). 
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Volvulus and malrotation of the gut: 1 case 
(Flaxedil). 

Volvulus: 3 cases (Scoline). 

Bowel resection: 2 cases (Flaxedil, 1 case; ether, 
1 case). 

Perineal repair of imperforate anus: 6 cases 
(Scoline, 5 cases; ether, 1 case). 

Omphalocoele: 4 cases (Flaxedil, 2 cases; Scoline, 
2 cases). 

Exploration of bile ducts: 7 cases (Flaxedil, 1 
case; Tubarine, 2 cases; Scoline, 2 cases; ether, 2 
cases). 

Cholecyst-duodenostomy: 1 case (Tubarine). 

Ileo-colic anastomosis: 2 cases (Scoline). 

Bowel obstruction (congenital causes): 2 cases 
(ether). 

Bowel obstruction: 8 cases (ether, 2 cases; 
Tubarine, 1 case; Scoline, 5 cases). 

Intussusception and appendicitis: 1 case (Scoline). 

Laparotomy: 7 cases (Flaxedil, 1 case; ether, 3 
cases; Scoline, 3 cases). 

Intraperitoneal hernia repair: 6 cases (ether). 

Burr holes for investigation, subdural haematoma 
or cyst: 8 cases (Flaxedil, 1 case; Scoline, 7 cases). 

Acute appendicitis: 1 case (ether). 

Needle in spleen (trans-thoracic removal): 1 case 
(Flaxedil). 

Ether was used in 20 of the cases and relaxants 
in 80 cases. Of the relaxants, Tubarine was used 
in 6 cases, Flaxedil in 15 cases and Scoline in 59 
cases. 

Two of the deaths occurred in association with 
the use of Scoline and two deaths in association 
with Flaxedil. There were no deaths in association 
with either Tubarine or ether. 


DISCUSSION 


In this series all the patients were induced 
with divinyl ether and all were intubated with 
flexo-metallic tubes. There were 4 deaths 
within the first 24 hours and of these cases 
all were given muscle relaxants. 


ANALYSIS OF DEATHS 


Case 1. Child’s age, 3 days. Operation: tracheo- 
oesophageal fistula repair. Duration: 34 hours. 
Repair of fistula and anastomosis could not be 
effected in this case. The anaesthetic was nitrous 
oxide, oxygen and Flaxedil after Vinesthine induc- 
tion. At the completion of the procedure the child 
was extremely ill, with a rapid pulse and poor 
respiratory efforts. Death occurred an hour or two 
after the operation, as a result of shock, blood loss 
and poor expansion of the lungs. 

Case 2. Child Age 5 days. Tracheo- 
oesophageal fistula repair. At no stage during the 
procedure was it possible to expand the lungs fully. 
Areas of collapse were obvious at operation. 
Bronchoscopy did not improve respiration. Cyanosis 
occurred unless large quantities of oxygen were 
administered. Death occurred 7 hours after opera- 
tion. Scoline was the relaxant used. 

Case 3. Child's age, 24 hours. Massive omphalo- 
coele. During attempts to close the skin over the 
omphalocoele there was a regurgitation of stomach 
contents in spite of an endotracheal tube and a 
pharyngeal pack. Vigorous tracheo-oesophageal toilet 
did not improve the colour. The child died shortly 
after the operation. 
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Anaesthetic: Vinesthine induction, nitrous oxide, 
oxygen and Flaxedil as muscle relaxant. No gastric 
tube was in situ during this procedure. 

Case 4. Child’s age, 2 days. Operation for 
meningocoele. 

Anaesthetic: Vinesthine, nitrous oxide, oxygen and 
Scoline. This child had multiple abnormalities and 
at the end of the procedure was very pale and weak. 
Possibly not enough blood was given. Death 
occurred 6 hours after the operation. 


SUMMARY 


The approach to anaesthesia for the newborn 
and the infant undergoing major surgery, is 
discussed with special reference to premedica- 
tion, preparation for operation, induction of 
anaesthesia, intubation and maintenance of 
anaesthesia. 

Special mention is made of the danger of 
regurgitation of stomach contents, even in the 
newborn, and the procedure of passing a 
stomach tube on all emergency and upper 
abdominal cases is emphasized. 

One hundred cases are reviewed, with a list 
of deaths occurring within the first 24 hours. 


OPSOMMING 


Die benadering tot anestesie vir die pasgeborene en 
die suigeling wat ’n ernstige chirurgiese operasie 
moet ondergaan, word bespreek met spesiale ver- 
wysing na premedikasie, die voorbereidings vir die 
operasie, die induksie van anestesie, intubasie, en 
die instandhouding van anestesie. 

Spesiale melding word gemaak van die gevaar 
wat teweeggebring word deur die regurgitasie van 
die inhoud van die maag, selfs by die pasgeborene, 
en die wenslikheid om 'n maagbuis aan te bring in 
alle nood- en bo-buik-gevalle word benadruk. 

’n Honderd gevalle word hersien, en ‘n lys word 
verstrek van die sterfgevalle wat binne die eerste 24 
uur voorgekom het. 


I would like to thank Mr. Joseph Lannon, Surgeon, 
Transvaal Memorial Hospital for Children, Johan- 
nesburg, for his co-operation and assistance in 
establishing this technique; also for his encourage- 
ment, help and advice in the preparation of this 
paper. 
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AN IMPROVED DROP FOOT APPLIANCE 


MADE FROM SPRING STEEL WIRE 


R. M. I. SNyMAN* 
Pathological Laboratory, Medical Clinic, Vanderbijlpark 


Three years ago, a 2 months’ illness, left the 
author with paralysis of varying degree in the 
left arm, buttocks, back, abdominal muscles 
and both legs. Crutches were necessary for 
walking, but full length calipers were not 
recommended. Both the extensors and flexors 
of the left leg were severely paralysed and it 
was necessary to give the foot some sort of 
support to prevent its dropping. As a tem- 
porary measure, a double below-knee caliper 
with back stops was prescribed. Prognosis 
was Originally said to be fair, but after 2 years’ 
therapy, neither the extensors nor the flexors 
of the left leg had improved at all, and it 
became obvious that the foot would have to 
be permanently supported. 

The quadriceps extensors of the left leg 
were also still extremely weak and the author 
was continually falling, as a result of ankle 
rigidity caused by the back stops. Only those 
who have worn such an appliance and whose 
quadriceps hardly function, know the hazards 
of walking on rough or stony ground, when 
the heel but not the sole strikes the ground. 
When this happens, the knee is jerked uncon- 
trollably forward and a fall is inevitable. 
Worse than the pain and possible damage 
from such a fall is the fear of walking which 
develops. It was suggested that a full length 
walking caliper be worn to stabilize this knee, 
but the author felt that, if only the rigidity 
at the ankle could be eliminated, the danger of 
falling would be considerably lessened. 

All other existing non-rigid toe-raising 


* Medical Technologist. 


appliances were therefore examined, but were 
considered unsatisfactory mainly because of 
their conspicuousness. Experiments were 
therefore begun to produce an appliance satis- 
fying the following requirements, which in 
order of importance were: 

1. Free flexion and limited extension at the 
ankle, to eliminate rigidity. 

2. Inconspicuousness. 

3. Simplicity. 

4. Strength without weight. 

Early experiments showed that immediately 
a bend of any nature was introduced in the 
wire, it constituted a weak point. For this 
reason the following 2 types of appliance, 
using straight wire, were adopted: 


A. APPLIANCE TYPE I 


Method of Construction. A steel socket, the 
full length of the heel, is fixed longitudinally 
in the heel in the usual way. The socket hole 
may either be round (to allow lateral and 
medial movement of the foot) or square (to 
fix movement). Mild steel, previously shaped 
as in Fig. 1, is inserted into the socket and 
fixed in place with a split pin or washer, to 
prevent its working out backwards. The steel 
should be shaped as near to the contour of 
the shoe as possible, and the edges liberally 
rounded. A hole, the size of the wire, is now 
drilled for 14 inches into the top of the steel; 
and the 8 S.W.G. tempered spring steel wire, 
having had a small ‘ flat’ previously ground on 
it, is fixed in place with a 3/16th inch Allan 
screw, which is completely countersunk. The 
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wire is bent to run up the back of the leg, a 
distance of about 4 inch from the leg. 

The top, or support, of the appliance may 
vary, but is basically either a ‘closed’ or ‘open’ 


K— Spring support 


inside shoe 


type. If the appliance is fixed in the socket, 
all that is necessary is a piece of gramophone 
spring suitably covered and bent to the shape 
indicated in Fig. 2. While walking this ‘cup’ 
support is held against the leg continually. 
Even when descending stairs, etc., when the 
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ankle is bent to that degree, that the support 
does leave the calf muscle, the ‘cup’ support 
always comes back into position. This is not 
the case when a round socket is used. A loose 
strap across the front of the support is neces- 
sary to prevent its falling either medially or 
laterally. The use of the round socket to give 
lateral and medial movement is of doubtful 
value, as the spring in the wire allows similar, 
though restricted, movement. 

The advantages of this appliance are: 

1. Flexibility. The single spring steel wire 
allows universal movement. 

2. Lightness. 

3. Inconspicuousness. (a) No straps are 
used either to hold the appliance in its socket, 
or for the support on the leg. 

(b) From the front it cannot be seen. Only 
from the sides is it noticeable. 

(c) Men, when sitting, are able to cross their 
knees comfortably, which is not the case with 
bilateral wires. 

4. Sturdiness. (a) The absence of bends 
and loops in the wire reduces to a minimum 
the chances of the wire’s snapping. The strain 
is taken along the whole length of the wire. 

(b) The spring in different wires varies 
probably because of improper tempering; 
should a ‘dead’ wire be thus encountered, it 
is easily replaced without the rest of the appli- 
ance having to be dismantled. 

The disadvantages are: 

1. As with most appliances, a squeak even- 
tually develops at the metal-to-metal surfaces. 

2. As one walks, there is of necessity a 
degree of chafing as the support moves up and 
down against the calf muscle (about } inch). 

(In the few mid-summer months, this chafing 
caused discomfort because of sweating. To 
overcome this, the author at first wore a per- 
forated leather band about the calf to take 
the ‘rub’. Later it was found that, if the 
support were covered with linen instead of 
leather, ‘breathing’ was allowed and the leg 
did not sweat. This linen had to be replaced 
every few weeks, but this did not entail much 
inconvenience. In winter the leather covering 
was quite suitable). 

3. For females, this appliance is probably 
little less inconspicuous than others. The 
support can hardly be allowed to rub against 
stockings, so that a band on the leg will be 
necessary, unless stockings are discarded. A 
long skirt, however, will hide the support. 


B. APPLIANCE TYPE II 


This appliance is basically the same as the 
one just described, except that the longitudinal 
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steel socket in the heel has been discarded to 
eliminate the embarrassing squeak described. 
The mild steel used to hold the wire is, in this 
appliance, screwed directly to the shoe as indi- 
cated in Fig. 3. 

While carrying out the initial tests referred 
to earlier, the author was impressed with the 
strength of an ordinary shoe. An old well- 
worn shoe was used, with the wire simply 
pushed into a hole drilled in the heel. This 
shoe was worn with different wires for about 
9 months, without any noticeable signs of 
strain. 

This led the author to try this final method, 
which has now been tested for about 10 
months. The test shoe is as sound as when it 
was bought. 


Method of Construction. An } inch hole is 
drilled 2 inches into the back of the heel. The 
steel holder is fixed to the heel by using a 
3/16ths inch Whitworth countersunk screw, 
which is screwed into the } inch hole already 
drilled in the heel. The screw taps its own 
thread in the leather. A similar screw is used 
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to attach the holder half way up the back of 
the shoe, being screwed from the inside of 
the shoe, and supported with a length of 
gramophone spring bent to the exact shape of 
the shoe. This spring distributes the strain 
over a large area of the inside of the shoe (Fig. 
3). For comfort it is covered with fine leather. 
The 8 S.W.G. wire and support are the same 
as in the type I appliance. Fig. 4 illustrates 
the shoe with the appliance attached. 

The advantages over appliance type I are: 

1. All ‘squeak’ is eliminated. 

2. It is even less conspicuous, as the steel 
is moulded snugly to the shape of the shoe 
and does not, when walking, pull away to 
leave a noticeable gap. 

3. It is sturdier, as there are no moving 
parts. 

4. It is lighter. 

This appliance is dedicated to all ‘drop 
footers’, and the author sincerely hopes that 
they, like himself, when mixing in company, 
will experience the confidence it has brought. 
and also the comfort and security when 
walking long distances or over rough ground. 


SUMMARY 
A light durable drop foot appliance has been 
developed, using a single spring steel wire to 
allow free flexion, and limited extension at 
the ankle, as well as limited lateral or medial 
movement. 

OPSOMMING 
‘n Ligte, duursame hangvoet-toestel is ontwikkel, 
waarin daar gebruik gemaak word van 'n enkele 
veerstaaldraad om vrye buiging en beperkte trekking 


by die enkel toe te laat, sowel as beperkte laterale en 
mediale beweging. 


The author is grateful to Mr. A. D. Smit, Mr. J. G. 
O. Hamman, Dr. J. Craig Cochrane and Miss M. 
Humphrey for their helpful criticism and advice in 
preparing this paper. 

The author also wishes to express his thanks to 
the blacksmith who supplied and tempered the 
spring steel wire, and to Mr. B. E. Grenville of 
Reid’s, Johannesburg, who examined the finished 
appliance and proncunced it ‘ roadworthy ’. 

The impulse to record the development of this 
appliance is purely humanitarian. Every effort has 
been made, without success, to determine whether a 
similar appliance has previously been described. Any 
possible infringement of proprietary rights is, there- 
fore, unintentional. 


NOTES AND NEWS - BERIGTE 


Major F. Daubenton, of the 5th Field Ambulance, 
S.A.M.C., has been awarded the John Chard Medal. 
* * 
Mr. E. Abro, Ch.M. (Rand) has commenced practice 
as a urologist at 704 Medical Centre, Johannesburg. 


(Telephones: — Rooms: 22-1214; Residence: 
46-3984). 

We regret that in a previous announcement we 
referred, in error, to Mr. Abro as a_ neurologist 
instead of as a urologist. 
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ELI LILLY MEDICAL RESEARCH FELLOWSHIP 
(SOUTH AFRICA) 


Mr. Anthony J. Leonsins, Senior Tutorial Surgeon 
in the Department of Surgery in the Witwatersrand 
University and Surgeon, General Hospital, Johannes- 
burg, has been appointed as Eli Lilly Medical 
Research Fellow for 1956. 


Mr. Anthony J. Leonsins 


Mr. Leonsins will shortly be leaving to take up an 


_ appointment as Clinical and Research Fellow at the 


THE DISPENSING AND SALE 


{This Editorial appeared in the New England 
Journal of Medicine on 31 May 1956, at pp. 1045- 
1046. It demonstrates clearly the struggle by medi- 
cal practitioners in Massachusetts to re-establish 
their traditional and statutory right to dispense 
drugs to their patients. 

It also emphasizes, as we have repeatedly pointed 
out in this Journal, that we, as a profession, must 
be wary of depriving ourselves of our own rights 
and privileges when extending to others rights 
which are, or may be, essentially medical. 

Energetic attempts must be made during the 
Parliamentary recess to ensure that the traditional 
and statutory dispensing rights of medical practi- 
tioners in South Africa are not jeopardized when 
Parliament meets again.—Editor.]} 


During the current session of the Massachusetts 
State Legislature, an attempt has been made to 
eliminate the confusion regarding the interpretation 
of certain clauses of the law regulating the dispens- 
ing and sale of harmful drugs that was enacted in 
1954. The matter has previously been discussed 
in these colums.!.2 At its October meeting, the 
Council of the Massachusetts Medical Society passed 
a resolution that steps be taken ‘to encourage such 
legislative changes as may be necessary to make 
clear the right of a physician legally to administer 
and supply any drug at such time and under such 
circumstances as he in good faith and in the legiti- 


1. Editorial: October Meeting of Council. New 
Eng. J. Med., 253 : 741, 1955. 

2. Editorial: Physician and Pharmacist. 
J. Med., 254 : 289, 1956. 


New Eng. 
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Massachusetts General Hospital, and Research Fel- 
ae - Surgery in Harvard University, Boston, Mass., 


Mr. Leonsins will be devoting his time to a 
research programme on vascular surgery, problems 
of hypertension and post-operative metabolic studies. 
This programme is being undertaken under the 
guidance of Prof. Edward D. Churchill, Professor 
of Surgery at the Harvard Medical School, Boston. 


* * * 


Dr. B. Senior, M.B., B.Ch. (Rand), M.R.C.P. 
(Lond.), M.R.C.P. (Edin.), has joined Drs. Seymour 
Heymann, S. N. Javett and J. Leonard Braudo in 
paediatric practice at 904 Medical Centre, 209 Jeppe 
Street, Johannesburg. (Telephones: — Rooms: 
23-7918; Residence: 43-6459.) 


* * * 


Dr. V. Botoulas of Johannesburg, who was recently 
awarded a Cecil John Adams Travelling Fellowship, 
left in July for the United Kingdom. He will be 
devoting his time to post-graduate work in neurology 
and cardiology. 


* * * 


Dr. Dennis M. Krikler, at present in Boston on a 
Fellowship at the Lahey Clinic, has been admitted 
as a member of the Royal College of Physicians, 
both of London and of Edinburgh. 


OF DRUGS BY PHYSICIANS 


mate practice of medicine believes to be necessary 
for the alleviation of pain and suffering or for the 
treatment, alleviation or prevention of disease ’. 
After prolonged negotiations, amendments of the 
1954 law have now been passed by the legislature. 
Although these do not employ the wording favoured 
by the Society, it is hoped that any physician who 
supplies his patients with medicines in an ethical 
and proper manner can now feel free from fear that 
he may be penalized by a fine of $1,000 and a 
prison sentence of a year. 

A clear understanding of the nature of the prob- 
lems involved in this legislation requires a review 
of the circumstances relating to the enactment of 
the law (Chapter 577 of the General Laws of 1954) 
and the differences in the points of view concern- 
ing its interpretations that subsequently developed. 
The purpose of the new legislation was to bring 
the State regulations concerning the sale of harm- 
ful drugs into conformity with the federal law and 
also to introduce safeguards that might prevent 
abuses in the dispensing of barbiturates and 
amphetamines. A ‘harmful’ drug by legal defini- 
tion is any drug for which a prescription is required; 
in addition to barbiturates and amphetamines, this 
designation is applied to almost all drugs with active 
pharmacologic effects, including digitalis, sulfona- 
mides and antibiotics. After the law had been 
enacted, representatives of the pharmaceutical pro- 
fession claimed that it had now become illegal for 
a doctor to supply his patients with medicines in 
this class. It was claimed further that in this 


respect the new law superseded the existing law 
requiring the registration of pharmacists, which 
specifically exempts ‘ physicians who put up their 
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own prescriptions or dispense medicines to their 
patients’ (Section 35, Chapter 112, General Laws of 
Massachusetts). 

The contention of the pharmacists was based on 
a section of Chapter 574, which states, ‘No person 
shall dispense any drug upon an oral or written 
prescription in a container which does not bear a 
label which gives the name and address of the 
druggist . . .'. Another section of the law states, 

No person shall sell or offer for sale at retail or 
dispense or give away any harmful drug to any 
person other than a physician, dentist or veterina- 
rian, except upon oral or written prescription... ’. 
It was thus claimed that patients could legally obtain 
drugs only through the medium of a drugstore. 

The problem became acute because of action 
taken by the House of Delegates of the American 
Medical Association at its meeting in June 1955, 
which revised the wording of the Code of Ethics 
concerning the ownership of drugstores and dispens- 
ing drugs and appliances by physicians. This sec- 
tion (Section 8 of Chapter 1, introduced in 1954) 
was deleted, and the following was substituted: ‘It 
is not unethical for a physician to prescribe or 
supply drugs, remedies, or appliances as long as 
there is no exploitation of the patient.’ The Massa- 
chusetts State Pharmaceutical Association immedi- 
ately adopted a resolution that deplored and con- 
demned this action of the American Medical Asso- 
ciation. It urged the Association to rescind this 
amendment and also urged the Massachusetts Medi- 
cal Society to indicate its disapproval. 

The matter was considered by the Council of the 
Society in October. The Council not only endorsed 
the action of the American Medical Association but 
went further in adopting the recommendation 
quoted above. It was considered important to urge 
an immediate change in the law in view of the 
a provided for violation, including a fine up 

o $1,000 or imprisonment up to a year, or both. 

° The recent action by the legislature involves two 
slight changes. In the first place the word ‘ harm- 
ful’ was introduced to show clearly that the regula- 
tions refer only to harmful drugs. Secondly, the 
paragraph stating that ‘No person shall sell or 
offer for sale at retail or dispense or give away any 
harmful drug’ was modified by the insertion 
of the following sentence: ‘Nothing in this para- 
graph shall be construed to be in conflict with the 
provisions of paragraph 6 of this section.’ (Para- 
graph 6 reads as follows: ‘A physician, dentist or 
veterinarian may personally administer any harm- 
ful drug at such time and under such circumstances 
as he in good faith and in the legitimate practice 
of medicine believes to be necessary for the allevia- 
tion of pain and suffering or for the treatment or 
alleviation of disease ’). 

This last section is believed to give legal approval 
to any proper and ethical sale of drugs by physi- 
cians provided a broad definition of the word 
‘administer’ is accepted. To administer can mean 
to give, supply and direct the application of a 
remedy. In the narrow sense, it might -be con- 
tended that there is a violation of the law if the 
medicine is not actually received by the patient from 
the hands of the physician. Thus, a nurse giving 
a harmful drug might violate the law. This is one 
point thar still needs clarification. 

The wording of Section 6 was taken from the 
Massachusetts law regulating the sale of narcotic 
drugs. It is therefore not a new restriction. Nurses 
and doctors probably can continue to carry on their 
work as usual without fear that they are in violation 
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of the law. However, those who wish to have their 
rights and responsibilities clearly defined may per- 
haps seek to have a more exact definition of the 
meaning of ‘ personal administration ’. 


Connolly 


‘ Ab-ha, doctor—doing your own dispensing, 
I see!’ 


(With acknowledgments to the 
Rand Daily Mail). 


THE BARBER’S DILEMMA 
To the Editor: Doctors and chemists are claiming 
that each is usurping the other's rights, but no one 
mentions the barber, who was the original surgeon. 
Why should the doctors be allowed to violate our 
rights by practising surgery? And why should the 
chemist do the same by selling hair preparations? 

Nurses are also encroaching on our domain by 
shaving patients in hospital. Thus all that remains 
for the barber is to cut hair—and men are getting 
balder every day. 

Barbers of the world, unite! Write to your 
M.P.s and claim your original rights.—Tonsorial 
Artist. 

(With acknowledgments to the Rand Daily Mazi, 
13 June 1956.) 
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Vox SANGUINIS 


JOURNAL OF BLOOD TRANSFUSION AND 
IMMUNOHAEMATOLOGY 


Formerly sponsored by the Netherlands <% Cress, 
Vox Sanguinis began a new series (Vol. I, No. 1) 
in April 1956 as an international Jaina devoted 
to the problems of blood transfusion and immuno- 
haematology. 

The editorial comment is in English, French and 
German and articles are accepted in these languages. 
The Editor-in-Chief is Dr. J. J. van Loghem ot 
Amsterdam who was the editor of Vox Sanguinis 
before the new series was initiated. An extremely 
distinguished Advisory Board of international 
experts includes Dr. Maurice Shapiro, Director of 
the South African Blood Transfusion Service, 
Johannesburg. 

Vox Sanguinis will appear quarterly during 1956, 
but 6 issues are planned for 1957, each issue to 
have 64 pp. The subscription for 1956 is $5.30. 
The publishers are S. Karger A.G., 25 Arnold 
Bocklinstrasse, Basel, Switzerland. 


PREPARATIONS AND APPLIANCES 


PLACIDYL (ABBOTT) FOR INSOMNIA 
A NON-BARBITURATE HYPNOTIC 


Placidyl is a halogenated carbinol. Its action is not 
as blunt as that of most hypnotics, which /mpose 


sleep. Placidyl, on the other hand, induces sleep. 

Dosage: One capsule at bedtime quiets the 
uneasy spinning of the patient’s mind. Cares of 
the day, unfamiliar surroundings, minor anxieties 
are forgotten. The way having been cleared, 
Placidyl soon brings calm, untroubled sleep, within 
15-30 minutes. 

The effect of Placidyl dissipates after about 5 


~ hours. Hence hangover is ordinarily no problem. 


The patient awakens next morning refreshed, as from 
a natural sleep. 

Manufacturers: Abbott Laboratories S.A. (Pry. 
Limited, P.O. Box 1616, Johannesburg, from whom 
complimentary samples may be obtained on request. 


CATHOMYCIN (MERCK SHARP AND DOHME) 
A NEW ANTIBIOTIC OF LIFE-SAVING POTENTIAL 


Cathomycin, a new antibiotic of major importance, 
has been released by Merck Sharp & Dohme Inter- 
national. 

Cathomycin was discovered in the Merck Sharp & 
Dohme Research Laboratories. It is obtained by 
fermentation from the recently isolated micro- 
organism Streptomyces spherotdes. Cathomycin is 
the Merck Sharp & Dohme International trade- 
mark for Novobiocin. 

Cathomycin has been shown clinically to be 
highly effective against staphylococci, including 
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those strains resistant to all known antimicrobial 
agents. This is of extreme importance as in recent 
years more and more antibiotic-resistant strains of 
staphylococci have shown up in clinical medicine, 
particularly in large hospital institutions. 

Cathomycin is the drug of choice in staphylococ- 
cal infections, including those highly resistant to all 
the other commonly used antibiotics. It is also the 
drug of choice in infections caused by susceptible 
strains of Proteus. 

High blood levels are obtained promptly follow- 
ing oral administration and the high blood levels 
persist for at least 8 hours. 

The drug is well tolerated and there has been 
demonstrated in vitro a synergistic bactericidal 
action with penicillin, chlortetracycline, oxytetra- 
cycline, chloramphenicol, streptomycin, bacitracin, 
neomycin, streptothricin and grisein. Further no 
cross resistance between novobiocin and other anti- 
biotics has been encountered. 

Cathomycin is indicated in the treatment of post- 
operative wound infections, cellulitis, staphylococcal 
septicaemia, varicose ulcers, recurrent and persistent 
carbuncles, various skin abscesses, enteritis and 
paronychiae. 

Cathomycin has also been reported to produce 
excellent results (negative cultures) in the treatment 
of other conditions caused by staphylococci, such as 
maxillary sinusitis, osteomyelitis, infected amputa- 
tion stump, infected burns and sub-diaphragmatic 
abscess (post-cholecystectomy). 

Significant activity is also reported against many 
other organisms including Streptococcus, Diplo- 
coccus, Corynebacterium and Pasteurella. Further 
information on these indications will be released 
as soon as Clinical evidence is definitive. 


DOSAGE AND ADMINISTRATION 


Adults: 1 g. (4 capsules) initially, followed by 250 
mg. (1 capsule) every 6 hours or 500 mg. (2 cap- 
sules) every 12 hours, taken on an empty stomach 
to facilitate absorption. 

Dosage after the first 24 hours is 1 g. daily in 
divided doses. Higher doses, to a maximum of 2 
g. (8 capsules) daily, may be required for unusually 
severe or resistant infections. The duration of 
therapy with Cathomycin depends on the severity 
and nature of the infection. The drug should be 
continued for at least 48 hours after fever and 
other manifestations of the illness have disappeared. 
Clinical investigators to date report the use of the 
antibiotic for from 4 days up to 2 weeks. 

Note: As with other antibiotics, sensitivity 
reactions have been reported. 

False positive icteric index and bilirubin values 
(owing to novobiocin pigmentation) may occur dur- 
ing administration of the drug. Deleterious effects 
upon the liver have not been reported. 

For more complete information concerning nature 
and use of Cathomycin consult package insert. 

How Supplied: Cathomycin (capsules) 250 mg. 
Bottles of 16. 

Enquiries: Merck Sharp & Dohme International, 
P.O. Box 5933, Johannesburg. 
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MEVASINE (MERCK SHARP AND DOHME) 
AN ORAL AUTONOMIC GANGLIONIC BLOCKING AGENT 


Mevasine (mecamylamine hydrochloride) is an origi- 
nal product of Merck Sharp & Dohme Research. 
Mevasine is a new and distinctive autonomic gang- 
lionic blocking agent for oral administration, with 
the reliability of parenteral therapy. 

Mevasine, a secondary amine, has the molecular 
formula C,,H.,N.HC1. Its chemical designation is 
3-methylaminoisocamphane HCl. Mevasine is not 
a quaternary ammonium compound. It has an 
entirely different and original chemical structure 
which gives it decisive advantages over other 
ganglionic blocking agents. 

The drug is almost completely absorbed from the 
gastro-intestinal tract and is thus markedly superior 
to the bisammonium blocking agents which are 
poorly and erratically absorbed on oral administra- 
tion. 

Mevasine, because of such a high degree of 
absorption, gives predictable and reproducible 
clinical response. 

Mevasine has been clinically shown to be the 
most effective oral ganglionic blocking agent avail- 
able. Blood pressure fluctuations at different times 
of the day and from one day to another are minimal. 

Orally administered Mevasine effectively pro- 
duces a substantial and sustained reduction in blood 
pressure in patients with moderate to severe and 
malignant hypertension. 

The onset of the hypotensive effect is gradual and 
occurs within 4-2 hours and this effect is of rela- 
tively long duration (6-12 hours). 

There are no side effects other than those caused 
by ganglionic blocking agents in general. Patients 
refractory to all other antihypertensive agents fre- 
quently respond to Mevasine therapy. 

Dosage: Therapy is usually initiated with 2.5 mg. 
(one quarter tablet) twice a day, at noon and bed- 
time (or morning and evening), and gradually 
increased in a stepwise fashion by increments of 
2.5 mg. at intervals of no less than 2 days until 
adequate blood pressure response has been obtained 
(i.e. an amount of drug which is just under that 
causing signs of mild postural hypotension). 

The average daily dose is 25 mg. of Mevasine, 
usually administered in 3 divided doses. However, 
dosage requires individualization and the response 
of each patient should be a guide to appropriate 
adjustment and spacing of doses. 

The administration of reserpine with Mevasine 
may provide valuable adjunctive therapy. 

Precautions: Mevasine should be used with 
caution in hypertensive patients with marked 
cerebral or coronary arteriosclerosis; also in severe 
renal disease. It is contra-indicated in the presence 
of organic pyloric stenosis, recent myocardial infarc- 
tion, and coronary insufficiency. 

Side effects are typical of those experienced with 
other ganglionic blocking agents and are confined 
to those caused by excessive blocking of the sym- 
pathetic and parasympathetic ganglia. Constipation 
should be corrected promptly. 

Enquiries: Merck Sharp & Dohme International. 
P.O. Box 5933, Johannesburg. 


PREPARATE EN TOESTELLE 


PLACIDYL (ABBOTT) VIR SLAAPLOOSHEID 
’N NIE-BARBITURAAT-SLAAPMIDDEL 


Placidyl is gehalogeneerde karbinol. Die uitwerking 
daarvan is nie so kwaai soos dié van die meeste 


slaapmiddels wat slaap afdwing nie. Placidyl, in- 
teendeel, bring slaap teweeg. 

Dosis: Een kapsule met slapenstyd stil die on- 
rustige gemaal van die pasiént se gedagtes. Die 
sorge van die dag, ’n onbekende omgewing, kleiner 
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kwellinge—al hierdie dinge word vergeet. En na- 
dat die weg oopgestel is, laat Placidyl die pasiént 
gou-gou—binne 15-30 minute—kalm en ongestoord 
aan die slaap raak. 


Die effek van Placidyl verdwyn na ongeveer 5 
uur. Die volgende mére bring dus in die reél geen 
olikheid mee nie. Die pasiént word verfris wakker, 
kompleet asof hy heeltemal natuurlik geslaap het. 

Vervaardigers: Abbott Laboratories S.A. (Pty.) 
Limited, Posbus 1616, Johannesburg, by wie gratis 
monsters op versoek verkrygbaar is. 


CATHOMYCIN (MERCK SHARP EN DOHME) 


’N NUWE ANTIBIOTICUM MET REDDINGSMOONT- 
LIKHEDE 


Cathomycin, ’n nuwe antibioticum van eersterangse 
belang, word beskikbaar gestel deur Merck Sharp 
& Dohme International. 

Cathomycin is ontdek in die navorsingslabora- 
toriums van Merck Sharp & Dohme. Dit word 
deur middel van ’n gistingsproses verkry van ’n 
pas onlangs geisoleerde mikro-organisme Strepto- 
myces spheroides. Cathomycin is Merck Sharp & 
Dohme International se handelsnaam vir novo- 
biosien. 

Daar is klinies aangetoon dat Cathomycin hoogs 
doeltreffend is teen stafiloccoci, insluitende die soorte 
wat weerstandskragtig teen al die bekende mikrobe- 
bestrydende middels is. Dit is van groot belang, 
aangesien meer en steeds meer stafilococci-soorte wat 
teen die antibiotica bestand is, hul verskyning in 
— geneeskunde—veral in die groot hospitale— 
maak. 

Cathomycin is die verkieslike behandelingsmiddel 
in gevalle van stafilococci-infeksies, insluitende 
infeksie deur stafilococci wat kwaai weerstand bied 
teen al die antibiotica wat gewoonlik gebruik word. 
Dit is ook die verkieslike middel vir die behande- 
ling van infeksies veroorsaak deur vatbare soorte 
Proteus. 

Hoé bloedpeile word baie gou na die mondelinge 
toediening van hierdie middel verkry, en word ten 
minste 8 uur lank in stand gehou. 

Die middel word goed verdra, en daar is bewys 
dat dit in vitro ‘n sinergistiese bakteriedodende 
effek het met penisillien, chlortetrasiklien, oksitretra- 
siklien, chloramfenikol, streptomisien, 
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neomisien, streptotrisien en grisein. Daarbenewens 
is geen kruisweerstand tussen novobiosien en ander 
antibiotica opgemerk nie. 

Cathomycin word aangedui vir die behandeling 
van na-operasie-wondinfeksies, weefselontsteking, 
stafilococci-septisemie, spataarswere, terugkerende en 
hardnekkige bloedvinte, verskillende  velabsesse, 
ingewandsontsteking en paronychiae. 

Daar word berig dat Cathomycin ook voortreflike 
resultate (negatiewe kwekings) opgelewer het by die 
behandeling van ander toestande wat deur stafilo- 
cocci veroorsaak is, soos maksillére sinusitis, osteo- 
miélitis, besmette amputasie-stompe, besmette brand- 
wonde en_ sub-diafragmatiese absesse (na die 
uitsnyding van die galblaas). 

Betekenisvolle bedrywigheid is ook opgemerk teen 
talle ander organismes insluitende streptococcus, 
diplococcus, corynebacterium en Pasteurella. Verdere 
inligting in verband met hierdie indikasies sal vry- 
gestel word sodra definitiewe kliniese getuienis 
beskikbaar is. 

DOSIS EN TOEDIENING 
Volwassenes: 1 g. (4 kapsules) aanvanklik, gevolg 
deur 250 mg. (1 kapsule) al om die 6 uur, of 500 
mg. (2 kapsules) al om die 12 uur. Dit moet 
geneem word op ’n leé maag om absorpsie te 
vergemaklik. 

Die dosis na die eerste 24 uur is 1 8. daagliks 
in verdeelde dosisse. Groter dosisse, tot ’n maksi- 
mum van 2 g. (8 kapsules) per dag kan nodig wees 
vir buitengewoon ernstige of weerstandskragtige 
infeksies. Die duur van die terapie met Cathomycin 
hang af van die erns en die aard van die infeksie. 
Gedurende ’n tydperk van ten minste 48 uur nadat 
die koors en die ander simptome van die siekte 
verdwyn het, moet daar met die middel volgehou 
word. Kliniese ondersoekers het tot op hede gerap- 
porteer dat hulle die antibioticum vir tydperke 
vanaf 4 dae tot 2 weke gebruik het. 

Let Wel: Net soos in die geval van ander anti- 
biotica is sensitiwiteitsreaksies gerapporteer. 

Valse positiewe geelsugindeks en galrooistof- 
waardes (weens die novobiosien-pigmentasie) kan 
voorkom tydens die toediening van die middel. 
Geen nadelige effek op die lewer is gerapporteer nie. 

Om vollediger inligting oor die aard van Catho- 
mycin en die doel waarvoor dit gebruik kan word, 
raadpleeg die pamfletjie in die pakkie. 

Hoe dit Beskikbaar Gestel Word: Cathomycin 
(kapsules) 250 mg. Bottels van 16. 

Navrae: Merck Sharp & Dohme International, 
Posbus 5933, Johannesburg. 


MEVASINE (MERCK SHARP EN DOHME) 


MONDELINGE OUTONOMIESE SENUKNOOP- 
VERSPERRINGSMIDDEL 


Mevasine (mekamilamienhidrochloried) is ‘n oor- 
spronklike produk van Merck Sharp & Dohme- 
navorsing. Mevasine is 'n nuwe en onderskeidende 
outonomiese senuknoop-versperringsmiddel vir 
mondelinge toediening, met al die betroubaarheid 
van parenterale terapie. 

Mevasine, 'n sekondére amien, het die molekulére 
formule C,,H,,N.HCl. Die ‘chemiese benaming 
daarvan is 3-metielaminoisokamfaan HCl. Mevasine 
is nie 'n kwaternére ammoniumverbinding nie. Dit 
het ‘n heeltemal verskillende en  oorspronklike 
chemiese struktuur wat dit besliste voordele oor 
ander senuknoop-versperringsmiddels gee. 

Die middel word byna geheel en al geabsorbeer 
uit die spysverteringskanaal, en is dus opvallend 
beter as die bisammonium-versperringsmiddels wat, 
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as hulle mondeling toegedien word, swak en 
onegalig geabsorbeer word. 

Weens die hoé mate van absorpsie het Mevasine 
‘n voorspelbare en reproduseerbare kliniese reaksie. 

Klinies is daar aangetoon dat Mevasine die doel- 
treffendste mondelinge senuknoop-versperringsmid- 
del is wat vandag verkry kan word. Bloeddruk- 
skommelinge op verskillende tye van die dag en van 
die een dag tot die ander is minimaal. 

As Mevasine mondeling toegedien word, het dit 
’n aansienlike en volgehoue vermindering van bloed- 
druk tot gevolg by pasiénte wat aan middelmatige 
tot ernstige en kwaadaardige hipertensie ly. 

Die aanvang van die hipotensie-effek is geleidelik 
en vind binne ’n half- tot 2-uur plaas. Hierdie 
effek duur betreklik lank (6-12 uur). 

Daar is geen bykomstige effekte behalwe dié wat 
deur senuknoop-versperringsmiddels in die algemeen 
veroorsaak word nie. Pasiénte wat ongevoelig is 
vir alle ander antihipertensiemiddels reageer dikwels 
op Mevasine-terapie. 

Dosis: Die terapie word gewoonlik ingestel met 
2.5 mg. ('n kwart-tablet) twee maal per dag, om 
12-uur in die more en slapenstyd (of soggens en 
saans), en dan geleidelik trapsgewyse vermeerder 
deur toevoegings van 2.5 mg. by tussenpose van 
nie minder as 2 dae nie totdat ’n bevredigende 
bloeddruk-reaksie verkry word (d.w.s. ’n hoeveel- 
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heid van die middel wat net effens minder is as 
die hoeveelheid wat tekens van geringe houdings- 
hipotensie tot gevolg het). 

Die gemiddelde daaglikse dosis is 25 mg. 
Mevasine, gewoonlik in 3 verdeelde dosisse toege- 
dien. Die dosis moet egter by individuele behoeftes 
aangepas word, en die reaksie van iedere pasiént 
behoort die leidraad te wees tot 'n geskikte aan- 
passing en spasiéring van die dosisse. 

Die toediening van reserpien saam met Mevasine 
kan ’n waardevolle bykomende terapie wees. 

Voorsorgsmaatreéls: Mevasine moet met versig- 
tigheid gebruik word in die geval van hipertensie- 
pasiénte met opvallende serebrale of koronére 
arteriosklerose; ook in gevalle van ernstige nier- 
siekte. Daar is kontraindikasies vir die gebruik 
daarvan in gevalle van organiese stenose van die 
maaguitgang, onlangse hartspierinfarkt, en koronére 
verswakking. 

Die bykomstige effekte is tipies van dié wat 
ondervind word met ander senuknoop-versperrings- 
middels, en is beperk tot dié wat veroorsaak word 
deur buitensporige versperring van die simpatiese 
en parasimpatiese senuknope. Hardlywigheid moet 
sonder versuim genees word. 

Navrae: Merck Sharp & Dohme International, 
Posbus 5933, Johannesburg. 


BOOK REVIEW 


OPHTHALMOLOGICAL TRANSACTIONS 


Transactions of the American Ophthalmological 
Society: Ninety-first Annual Meeting, White 
Sulphur Springs, West Virginia, 1955. (1956. 
Pp. 518 + Index. Illustrated. $18.00). New 
York: Columbia University Press. 


The American Ophthalmological Society is an 
august body, admission to which is by presentation 
of a thesis. This elegant volume is a record of the 
Society's ninety-first annual meeting at White 
Sulphur Springs, West Virginia. Unlike much 
technical literature, it can be read with pleasure as 
well as profit. The presentation of the papers is 
lively and their interest is enhanced by the publica- 
tion of the discussion which followed each paper. 

Arthur J. Bedell, who visited us in South Africa 
a few years ago, contributes an article on the impor- 
tance of ophthalmoscopic photographs in forensic 
medicine. Suits for malpractice are increasing in 
the United States, as they are in England. In the 
State of New York, the insurance rate for men 
doing surgery is well over £100 per annum. 

The great interest which is manifested in the 
problem of glaucoma is shown by a number of 
excellent papers, including that of Paul Chandler 


on its relationship to atrophy of the stroma of the 
iris; that of the Grand Old Man of American 
ophthalmology, Verhceff, on trephines; and Shaffer 
and Tour’s comparative study of gonioscopic 
methods. The old teaser, what to do first in case 
of cataract with glaucoma, operation to relieve the 
intra-ocular pressure or routine operation for the 
removal of the cataract, is given a new slant by 
Wendell L. Hughes. He suggests a combination 
operation designed to relieve the pressure simul- 
taneously with the removal of the cataract. It con- 
sists of anterior sclerectomy with iris inclusion in 
combination with extraction of the lens, preferably 
in its capsule. 

A very helpful analysis of the major causes of 
enucleation after cataract surgery is given by Payne, 
Simonton and Cury. They examined 333 eyes 
where the operation for cataract ended catastrophi- 
cally and the eye had to be removed. Their find- 
ings should help the cataract surgeon to approach 
this work with due humility. Dvorak-Theobald 
gives some useful hints on ‘ how to keep eyes away 
from the microtome ’. 

These and other splendid papers make the present 
volume one of the most stimulating the reviewer 
has read for a long time. 


CORRESPONDENCE 


DURBAN MYSTERY DISEASE 


FOLLOW-UP REPORT ON AN OUTBREAK OF A 
SIMILAR NERVOUS DISORDER 


To the Editor: Although we have had a fairly 
severe anterior poliomyelitis epidemic in Vanderbijl 
Park this year, with abortive and variant cases, we 
have not seen any cases of the particular type des- 
— in our report of 1955 under the foregoing 
title. 

It will be remembered that the essential charac- 
teristics of the cases we saw were: sudden motor 


paralysis or paresis with related sensory loss, rapid 
recovery of the main disability, and a tendency to 
relapse. 

All our cases of 1955 are now completely 
recovered. 

REFERENCE 
1. Cochrane, J. Craig and Vorster, F. M. (1956): 
This Journal, 2, 9 


J. Craig Cochrane, B.Sc., M.D. (Lond.), 
M.D. (Rand.), M.R.C.P. (Lond.) 


Vanderbijl Park, Transvaal. 


‘ a4 
} 


1 September 1956 MeEpICAL PROCEEDINGS + MEDIESE BYDRAES Xxi 


Through the years of childhood and beyond, MILONTIN* 
brings powerful anti-convulsant action to sufferers from 
petit-mal. Milontin has been shown to reduce considerably 
the frequency of attacks in the majority of cases and to 
completely control them in many. An associated improvement 
° in both mental and physical activity is often seen. In use, 
smoothing the way ohead it is rapidly absorbed, well tolerated and relatively non-toxic. 
A product of the PARKE-DAVIS Research Laboratories, 


MILONTIN is being recognised as one of the most effective 
anti-convulsants for the treatment of petit-mal epilepsy. 


for Petitemal Epilepsy 


Milontin Capsules, 0°5 g. each, in bottles of 50 and 250 


*Trade Mark 
hia PARKE, DAVIS LABORATORIES (PTY.) LTD. 
oe P.O. BOX 9971 JOHANNESBURG 
AND AT PORT ELIZABETH 


‘. bv . Distributors: Lennon Ltd., P.O. Box 8389, Johannesburg and all branches 
ERP 
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FOR CONTROL OF _ GASTRIC ACIDITY 


GASTRIC ANALYSIS ruel fractional 
test-meal curves of five cases of duodenal ulcer 


Svie South African distributors: | Sole Rhodesian distributors: 


B.P.D. (S.A.) (PTY.) LIMITED, R. F. OAKLEY & CO. (PvT.) LTD. 
P.O. Box 45, Jeppestown, |7 Gordon Avenue, Salisbury 


Transvaal 


NULACIN provides control of gastric acidity comparable with 
that obtained with intragastric milk-alkali drip therapy. It is the 
most convenient and effective form of treatment for bed and 
ambulatory patients. 


DOSAGE 


A NuLacin tablet, placed in the mouth and allowed to dissolve slowly, 
releases its contained medicaments at a rate that gives continuous neutrali- 
zation of the gastric juice. 


NULACIN tablets are indicated whenever neutralization of the gastric 
contents is required: in active and quiescent peptic ulcer, gastritis, gastric 
hyperacidity. 


Beginning half an hour after food, a NULACIN tablet should be placed in 
the mouth and allowed to dissolve slowly. During the stage of ulcer activity, 
up to three tablets an hour may be required. For follow-up treatment, the 
suggested dosage is one or two tablets between meals. 


NULACIN tablets are not advertised to the public and have no B.P. equiva- 
lent. NULACIN is freely available throughout South Africa and Rhodesia, 
in dispensing tubes of 25 tablets. 


NULACIN tablets are prepared from whole milk combined with dextrins 
and maltose, and incorporate Magnesium Trisilicate 3.5 grs.; Magnesium 
Oxide 2.0 grs.; Calcium Carbonate 2.0 grs.; Magnesium Carbonate 0.5 grs.; 
Ol. Menth. Pip. q.s. 


BIBLIOGRAPHY: 


Lg ee of Gastric Acidity. Brit. Med. J. 26th July, 1952, 2, 
a of Peptic Ulcer. Med. Press 27th February, 1952, 
Notes on Remedial Agents. Med. Rev. September, 1952, 46, 162 
? on Peptic Ulceration. Proc. Roy. Soc. Med. May, 1953, 
The effect on Gastric Acidity of ““NULACIN” Tablets. Med. J. Aust. 
26th November, 1953, 2, 823-824 

Control of Gastric Acidity by a New Way of Antacid Administra- 
tion. J. Lab. Clin. Med. 1953, 42, 955 

Further Studies on the Reduction of Gastric Acidity Brit. Med. J. 
23rd January, 1954, 1, 183-184 

Clinical Investigation into the Action of Antacids. The Practitioner 
July, 1954, 173, 46 

Management of Peptic Ulceration in General Practice. Med. World 
December, 1954, 81, 591-601 

Ambulatory Continuous Drip Method in the Treatment of Peptic 
Ulcer. Amer. J. Dig. Dis. March, 1955, 22, 67-71 


Horlicks Limited 


PHARMACEUTICAL DIVISION 
SLOUGH, BUCKS. 
540/55 
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f: days later, showing the striking neutralizing effect of 
5 sucking Nulacin tablets (3 an hour). Note the return 
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HYPERYSIN... 


GOMMEL 


Superior to 
Nitrates 
in Hypertension 


The principal agent in Hyperysin is an 
improved salt of papaverine—the nitrite. 
Compared with the nitrate, it is of significantly 
lower toxicity, an important advantage in the 
treatment of such a long-term condition 

as hypertension. 


“Hyperysin’ Tablets provide the anti- 
hypertensive effects of a superior nitrite plus 
the sedative influence of papaverine and two 

other agents of recognized adjuvant action. 


Each Tablet Contains FORMULA 

ADVANTAGES 


Effective action without abrupt onset. 
Lower toxicity than papaverine nitrate. 
B.P. reduction supported by sedation. 


DOSAGE 
Half to 1 Tablet twice or thrice daily p.c 


PACKS 
Containers of 15, 150 and 500 (dispensing). 
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Dormupax... 


HOMMEL 


Clinically proved 
Superior 
Barbiturate 


© Published literature in 1954 has confirmed that 
DORMUPAX is an hypnotic which possesses 
many advantages over barbiturates 
commonly used hitherto. 
This results from the inclusion in Dormupax of a 
newly synthesized salt of barbituric acid — 
Calcium-n-butyl-allyl-barbiturate. The new drug, 
reinforced by Carbromalum, provides for the 
first time in Dormupax a safe, prompt, powerful 
hypnotic which is free from after-effects. 
It is particularly useful in psychiatric practice. 


INDICATIONS 

Clinical investigation shows that in organic 
cerebral disease including atheroma and intractable 
insomnia generally efficacy is satisfactory on 
dosage of half a Tablet in the afternoon, 

and | Tablet in the evening. 

Also indicated in circulatory conditions 

requiring sedation 


DOSAGE 
Max. daily dosage: 5 Tablets; 
Max. daily single dose: 2 Tablets 


PACKS 
Standard Tube of 12; Dispensing bottles of 250. 


REFERENCE 
© T. Rowland Hill, ‘The Medical Press’ 5981, 628, 
December 1953. 


| 
PROFESSIONAL SAMPLES & LITERATURE ON REQUEST 


HOMMEL PHARMACEUTICALS 
Norwood Road, 


London S.E.24 


HOMMEL' ethical range includes — 


CONVENIL DORMUPAX HAEMATOGEN «+ HICOSEEN + HYPERYSIN NYXOLAN TRISAN 
Our Sole Agents for SOUTH AFRICA: Messrs. LENNON LIMITED, P.O. Box 39, CAPE TOWN. P.O. Box 24, 
PORT ELIZABETH. P.O. B>x 266, DURBAN (NATAL). P.O. Box 928, JOHANNESBURG (TRANSVAAL). 
P.O. Box 76, EAST LONDON. 
Sole Agents for SOUTHERN RHODESIA: !AN WILSON (PVT) ITD., P.O. Box 1102, BULAWAYO. 
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a surgical problem... 


The patient often judges the skill 
of the surgeon by the degree of 
scarring, particularly in opera- 
tions of the face, neck, breasts, 
hands or extremities. 


a product... 


D & G Product No. 1682, 
Dermalon, provides minimal skin 


closure scarring. 
“44 
4 
ad, 
Gname... 
hii Davis & Geck, Inc. created this 


product to solve a specific prob- 
lem. The same care and preci- 
sion is given each of the more 
than 300 needle-suture combina- 
tions designed for each surgical 
need. 


D&G Product 

No. 1682, Dermalon 
monofilament 

nylon suture with 

Atraumatic needle 

CE-4 cutting point 


‘ 
Distributors : 


Davis Geck Ihe." 


A UNIT OF AMERICAN COMPANY Johannesburg 


1 Casper Street, Danbury, Conn., U.S.A. 


Request Complete Catalog 


1: 
| 4 4 4 4 
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S.A. Patent No. 21527—54 Regd. 


Meprobamate. 
(2-methy!-2-n-propyl-1, 3-propanediol dicarbamate). 


t h e Appropriate to an age of mental and emotional stress, 


EQUANIL has demonstrated remarkable properties for 
promoting equanimity and release from tension, 
without mental clouding. 
@ a EQUANIL is a pharmacologically unique anti-anxiety agent 
t t with muscle-relaxing features. 
a n i ad n X j e y Acting specifically on the central nervous system, 
it has a primary place in the 
management of patients with anxiety neuroses, 
tension states, and associated conditions. ! 2 
In clinical trials, patients respond with ‘'... lessening of 
f t tension, reduced irritability and restlessness, more restful 
ac ir sleep, and generalized muscle relaxation." 
itis a valuable adjunct to psychotherapy. 


Clinical use is not limited by significant side-effects, 
toxic manifestations, or withdrawal phenomena. ! 2 


Wyeth Supplied: Tablets, 400 mg., bottles of 24. 


1, Selling, L. S.: J.A.M.A. 157: 1594 (April 30) 1955. 2. Borrus. J. C.: J.A.M.A. 157: 1596 (Apri! 30) 1965" 


~~ WYETH LABORATORIES (PTY.) LTD., 54, STATION STREET, EAST LONDON. 
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GILLIES MARE 


The Perfect Anaesthetic Unit for Hospital 
or Portable Use... 


The Gillies Mark 111 apparatus combines three 
popular types of apparatus in one—the semi-closed 
(partial rebreathing) anaesthesia, the closed circuit 
and the inhalation of the volatile agents 


with atmospheric air. | 


OUTSTANDING FEATURES : 

% The Rotameter Unit which provides for 
accurate measurement of Oxygen, Nitrous 
Oxide, Carbon Dioxide and Cyclopropane. 


% The absorber Apparatus which achieves 
maximum efficiency with minimum re- 
sistance — is supplied with two soda lime 
canisters to facilitate replacement of ex- 
hausted material. 

% The Ether Vaporizer which has been care- 
fully designed to give vaporization 
efficiency, whether the closed circuit, 
partial rebreathing, or air over ether circuit, 

is employed. 


GILLIES MARK II 
PORTABLE 
ASSEMBLY 


This all purpose 
anaesthetic apparatus 
is light and compact, 
fits into two cases 
with ease, to give 
simple movability. 


7 
Z 


Further details concerning this and all other medical apparatus supplied by Messrs. African Oxygen 
‘prilcas & Acetylene (Pty.) Ltd., will be gladly given on request. 


KA) AFRICAN OXYGEN 


MEDICAL DIVISION 


76, King George Street, Hillbrow, Phone 44-4998, Johannesburg. Branches throughout the Union and South West Africa. 
Associated Companies in the Federation of the Rhodesias and Nyasaland, and East Africa. ~. 9 
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Rapid relief of ASTHMA 


with 


BROVON 
INHALANT 


The synergistic action of adrenaline and atropine methonitrate in 
BROVON inhalant ensures speedy relief of asthma. Accurate dosage 
and deep inhalation are assured when used with any of our inhalers 
(e.g., Brovon, Deedon, Bon-Accord and Midget inhalers). This 
combined treatment is particularly valuable for treatment of 
paroxysms and for rapid relief of bronchiolar spasm often present in 


chronic bronchitis and emphysema. 


Particulars from our Agents: POWLEY & COMPANY (PTY.) LTD., 


21-24 Queens House, || Queen Street, Durban 
P.O. Box 9628 Johannesburg 


P.O. Box 4259 Cape Town 


FEDERATION OF RHODESIA & NYASALAND. Agents: ASHTON & McDONALD (PVT) LTD. P.O. Box 379, Salisbury, S.R. 


MOORE MEDICINAL PRODUCTS LTD 


ABERDEEN LONDON OFFICE: 64 GLOUCESTER PLACE, LONDON 


N 


Branches at: 


PORT ELIZABETH 
JOHANNESBURG 
MOSSEL BAY 
EAST LONDON 
KIMBERLEY 


Known and trusted for 


a hundred years 


Lennon Limited, manufacturers of National Health Products, 
have enjoyed the confidence of the Medical Profession for over 
a hundred years. National Health Products have always been 
made to conform to the most exacting requirements of modern 
medicine and hygiene. 

N.H.P. Products include Infalose, the well known baby food, 
and a range of ethical remedies and first-aid requirements for 
the medical profession. 


cam" LENNON @ LIMITED 


Chemists to South Africa 


Distributors in Union of South Africa for 
PARKE, DAVIS LABORATORIES (PTY.) LIMITED 


9175-1(R) 


| 
; 
WA 
‘ 
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YY 
CAPE TOWN 
DURBAN : 
BLOEMFONTEIN 
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Long experience in the X-ray industry has 
taught Watsons the prime importance of : 
dependability. 
The Watson Roentgen IV Generator is widely 2 
known throughout the world—not only for ae) 
its dependability, but also for its high 
DEPENDABILITY- performance. 1 
A high voltage model, capable of delivering ( 
, first essentia! of an loads up to 400 mA. at 130 kVp is now 
available in addition to the standard design. 
| We are well equipped to instal and maintain 


X-ray generator every item in the complete range of Watson 


X-ray equipment. 


WATSON 


British Made 
X-RAY APPARATUS 


Represented in South Africa and the Rhodesias by 


THE BRITISH GENERAL ELECTRIC CO. (PTY) LTD. 


Box 1327, T i 
THE BRITISH GENERAL ELECTRIC CO. OF CENTRAL AFRICA LTD. 
Box 1070, Bulawayo Representing Box 845, Salisbury 


THE GENERAL ELECTRIC CO. LTD. OF ENGLAND ~~ 
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South African 
Medico-Legal Society 


P.O. BOX 6434 JOHANNESBURG 


The object of this Society is the promotion 
of medico-legal knowledge in all its 


aspects. 


This is attained inter alia by holding 
meetings at which papers are read and 


discussed. 


Medical practitioners are invited to 


become members of this Society. 


The annual subscription is £2. 2. 0 and 
entitles members to receive free the 
Journal of Forensic Medicine [published 
quarterly]. 


To The Honorary Secretaries, 
South African Medico-Legal Society, 
P.O. Box 6434, 


Johannesburg. 


wish to apply for membership of the South 
African Medico-Legal Society. 


I enclose my cheque for £2. 2. 0, being 
the subscription for 1 year. 
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the new improved.. 
BIRTCHER 


HYFRECATOR 


An old and trusted friend in a new and improved form. 
Over 100,000 Hyfrecators are in daily use throughout the 
world for the permanent removal of warts, superfluous 
hair and other unwanted growths, as well as for cervical 
coagulation. 

This small compact unit, which hangs in the surgery 
ready for instant use, has proved its worth to General 
Practioners and Specialists over and over again. 

The new improved model offers double the power, 
easier adjustment and smoother control of current at 
all power levels. 


PRICE: £27-10-0 complete for all techniques 
including cervical cautery. (D.C. model also 
available at slightly higher price.) 


Write for free booklet “A Symposium on Electrodesiccation and 
Coagulation” to-day, or ask your favourite Surgical House for a 
demonstration. 


Available from all reputable Surgical Dealers or from 
the Sole Distributors: 


e 
Medical Distributors’ 
SPECIALISTS FOR PHYSICAL MEDICINE APPLIANCES 


P.O. Box 3378 JOHANNESBURG Telephone 23-8106 
234, Jeppe Street 


Yep 
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Doctor, 
YOUR NEURO-PSYCHIATRIC PATIENTS 


will find consideration and comfort at 


SANATORIA 


(Gardens, Northfields, Eventide and Rusoord). 


These four private hospitals are situated on 11 acres of delightfully laid out gardens and 
the welfare of the patient is the Nursing Staff’s first concern. 

Fees range from 35/- per day for dormitory beds up to 70/- per day for fully private a) 
wards (with own bathroom) with special discounts for long term cases. 

Full facilities exist for the most modern Therapies. Included in the charges are Occupa- 
tional Therapy and Relaxation Therapy as are the services of two part-time Medical Officers 
who will assist the private Medical Practitioners or Specialist Neuro-psychiatrists in charge 
of each patient. 


THE SECRETARY WILL WELCOME ENQUIRIES AT TELEPHONE 45-6291. 


Sanatoria (Pty.) Ltd., Modderfontein Road, Raedene. 


The finest cigarette 


money can buy 


PLAIN or with the 
MIRACLE FILTER 
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.- because BUFFERIN provides relief of arthritic 
pain without upsetting the stomach. 


. . because BUFFERIN’S antacids effectively pre- 
vent gastric irritation and speed the absorption of 
BUFFERIN’S analgesic ingredient. 


. » because BUFFERIN’S antacids do not lower the 
blood salicylate levels, as does sodium bicarbonate. 


Each BUFFERIN tablet combines aluminium gly- 
cinate and magnesium carbonate with 5 grains of 
acetylsalicylic acid. Available in bottles of 12 and 
36 tablets. 


Depot Stockists: 


Cloete Kruger (Pty.) Ltd., Windhoek 


BRISTOL-MYERS (PTY.) LTD. 


BUFFERIN should be used for the long continued 
Salicylate dosage required by ARTHRITICS 


Heynes Mathew, Ltd., Cape Town * South African Drug Houses, Durban 
E. P. Drug House, Port Elizabeth * James Reid (Pty.) Ltd., Bloemfontein 


Distributed by: 
P.O. BOX 9706 


Acts twice as fast as aspirin 


BUFFERIN 


Does not affect the stomach 


JOHANNESBURG 
(i /2H) 


PROFESSIONAL APPOINTMENTS 
DICTAPHONE TYPIST — RECEPTIONIST 


By experienced Dictaphone Typist : Receptionist. 
Hospital Hill area preferred. Please telephone 
41-3534 evenings or write P.O. Box 8276, 
Johannesburg. 


MEDICAL PUBLICATIONS 


JUTA & CO. LTD. 
Cape Town & Johannesburg 


Dr. L. Schamrcth: An Introduction 


to Electrocardiography .. 21s. 
Prof. C. F. M. Saint: An Introduction 

to Clinical Surgery, 3rd. Ed. .. 4%. 
Dr. M. Gelfand: Schistosomiasis .. 25s. 
Ellis’s Anatomy: Revised Edition by 

Dr. J. A. Keen , 38s. 


Dr. Louis Franklin Fuad The ‘Problem 
of European Prostitution in Johan- 


nesburg 40s. 
Marga Wright: Hygiene i in South Africa 
2nd. Ed. 17s. 6d. 


A. S. Robertson: "Hygiene and Sanita- 
tion in South Africa. . 


The Journal of Forensic Medicine 
(Sponsored by the South African Medico-Legal Society) 


Published Quarterly * Annual Subscription: 42s. 
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ANNOUNCING — 


THE WORLD 


MID-CENTURY EDITION 


‘THE Times’, Lonpon, and the Edinburgh Geographical Institute 
of JoHN BaRTHOLOMEW & Son, Ltp. are working together on this Mid- 
Century Edition of THE TIMES ATLAS OF THE WORLD. 

The demand for a completely up-to-date atlas is at last met by the 
publication of this new edition of The Times Atlas, the standard to which 
all other atlases are compared. The present volume, NorTHERN Europe, 
is the first to appear of five uniform volumes, each covering a section of 
the world, each complete and independent. It measures 194” x 124”. 
120 double-page maps, each measuring 24” x 194”, will appear in the 
complete atlas. No effort of scholarship, cartography, engraving, or 
book-making has been spared to make this atlas the finest available to-day. 
All the plates are rrinted in eight colours, and the volumes are bound 
in heavy library cloth lettered in real gold on front and spine. 


The Atlas will comprise five volumes, 
to be published in the following order: 


First: NORTHERN EUROPE (Volume III) 

SeconD: MEDITERRANEAN AND AFRICA (Volume IV) 
Tuirpv: THE AMERICAS (Volume V) 

FourtH: THE WORLD, AUSTRALIA, EAST ASIA (Volume I) 
Firat: INDIA, MIDDLE EAST, RUSSIA (Volume II) 


The First Volume (Northern Europe) is NOW 

READY. The succeeding volumes will follow at 

annual intervals. Price £55s. each volume 

(carriage extra), or, if paid in advance, £22 for 
the complete set of Five Volumes. 


ORDER NOW FROM — | 


JUTA & CO. LIMITED 


P.O. Box 30 . Cape Town : P.O. Box 1010 . Johannesburg 


SOLE DISTRIBUTORS TO THE TRADE FOR 
SOUTH AFRICA AND THE RHODESIAS 
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Take your choice: — Cork Tip- 
ped in Burgundy, untipped in 
Olive Green and Filter in Cream 
packs for easy recognition. 


This cigarette is not made for the million. It is for those who 
smoke for pleasure and not from habit..... and to whom price 
is a secondary consideration. 

Whatever brand of cigarette you are accustomed to smoke, we 
know that you will discover more enjoyment in Rembrandt 
VAN RIJN. Try them. They are an exceptionally fine cigarette. 


PRICED AT ONE SHILLING AND NINEPENCE FOR TWENTY: CORK, PLAIN AND FILTER 


Copyright VRFE-SX 
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An Introduction to Electrocardiography 


By L. Schamroth, 


M.B., B.Ch. (Rand), M.R.C.P.E., F.R.F.P.S. 
University of Witwatersrand and General Hospital, Johannesburg 


Table of Contents 


Chapter | Basic Principles. 
2 Myocardial Death, Injury and Ischaemia. 
3 Bundle Branch Block. 
4 Ventricular Hypertrophy. 
5 Digitalis and Potassium Effect. 
6 Disorders of Cardiac Rhythm. 
General Observations. 
Appendix: Elementary Electrophysiology. 


Special Features of this Book 


@ It provides one of the simplest accounts available of the electrical activity of the 
heart. 


@ It contains an easily understood explanation of disorders and disturbances of 
cardiac rhythm. 

@ A striking feature is the simplified presentation of the principles of unipolar 
electrocardiography. 

@ Clarity of presentation has been the author’s aim. 


@ Theoretical considerations have been reduced to a minimum, emphasis being 
placed on the practical aspects of electrocardiography. 


@ Every statement has been profusely illustrated with virtually self-explanatory 
diagrams, necessitating a minimum amount of text. 

@ No specialized knowledge is needed to understand this account of electrocardio- 
graphy. 

@ It is ideal for beginners (both undergraduate and post-graduate). 


Order Form 
To: Juta & Co., Limited, 
P.O. Box 30 P.O. Box 1010 
Cape Town Johannesburg 
Please forward............00 copy/copies of ‘‘An Introduction to Electro- 


cardiography”’ by L. Schamroth, price 2ls. (Outside Cape Town 22s. 3d.) 
Packing and postage 9d. extra. 


| enclose my remittance. Kindly debit my account *. 


* (Please delete words not required) 
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THE WORLD IN COLOUR SERIES 


Latest Volumes—SOUTH AND CENTRAL AFRICA NORTH AFRICA GERMANY 
Edited by DORE OGRIZEK 


Each volume has many contributors—each a specialist in the country concerned. Each 
volume is beautifully produced with hundreds of illustrations in full colour 


= Each volume in THE WoRLD IN COLOUR SeriEs, edited by Doré Ogrizek, is a 
triumph of artistry as well as being of very practical use to the traveller. Each 
voiume captures completely the characteristics of the country it describes, and 
sets them before the reader with the charm and clarity of a collection of minia- 
tures. One of the latest additions to the series, South and Central Africa, is pro- 
' duced in the same attractive style, with scores of colourful illustrations and 
pictorial maps. To travel with Ogrizek, as compared with the ordinary guide- 
book, is like being shown the beauties of a land by a cultured inhabitant who 
knows and loves it well. 


North Africa 


This is the colourful, exciting panorama of the area that constitutes Algeria, 
Tunisia, Libya, the Sahara, Spanish and French Morocco, Egypt. 

Having been cloaked by history with successive civilizations of Asia and Europe, North Africa 
is now the crossroads of different influences, where French culture is overshadowed by the ancient 
and insistent ritual of Islam. 

With this panorama spread before him, the reader will see a vast landscape of strange and violent 
contrasts. There are the garden cities of Rabat and Gabés ablaze with exotic flowers; the desert 
wastes where the glittering rays of the sun beat down on the wandering tribes. There is the equable 
climate of Marrakesh; there are regions torn and violated by the cruel south wind, the notorious 
‘rain of blood’ which blows up from the desert. There is Morocco—embroidered on the landscape 
ne a ‘white horse on a background of gold’—which stirs the senses with its tradition of mystery and 

venture. 


Germany 


This book takes the reader through the length and breadth of Germany—from the Bodensee to 
the Baltic, and from the Black Forest to East Prussia. 

A brief outline of her history leads into the story of Germany’s great contribution to culture: to 
her artists, with reproductions in colour of their masterpieces, to her famous literary figures and 
musicians. 

Then, following the pattern of the other volumes in this series, each region is described in a separate 
chapter: the reader is taken along the wine-mellowed Rhine, catching glimpses of its castles with 
their legendary history; through the busy Ruhr region and then north to the coast line, with the port 
of Hamburg and on to Schleswig-Holstein. Germany’s ancient cities are not forgotten nor are her 
new industrial towns, nor the ruggedness of East Berlin and the Soviet Zone, all serving as a stark 
contrast to the gaiety of Miinchen at Carnival time. 

This is indeed a vivid and colourful panorama of Germany to-day. 


The Complete Series now consists of— 


SOUTH AND CENTRAL AFRICA 36/- NORTH AFRICA 36/- 

ITALY 36/- GERMANY 36/- 

PARIS 36/- THE PROVINCES OF FRANCE 36/- 
SPAIN AND PORTUGAL 36/- SCANDINAVIA 36/- 
SWITZERLAND 36/- GREECE 36/- 


PUBLISHED IN GREAT BRITAIN AND THE U.S.A. BY MCGRAW-HILL INC. AND 
IN SOUTH AFRICA AND RHODESIA BY 


JUTA & CO., LIMITED 


P.O. BOX 30 * CAPE TOWN P.O. BOX 1010 - JOHANNESBURG 


(34) 
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he vagin aud. cervicills 


“Friple Sulfa Cream 


following cervical cautery 
following vaginal plastic procedures 
in routine postpartum care 


Sulphathiazole N’Acetylsulphanilamid 
N’Benzoylsulphanilamide with Urea peroxide 
in a highly absorptive cream base 


In 


HIGHLY BUFFERED ACID VAGINAL JELLY (pH.4.0) 


@ provides modern scientific acid “‘douche”’ therapy 
@ promptly restores and maintains vaginal acidity 
@ encourages re-establishment of normal vaginal flora 


in packages complete with Applicator or “tube only” refills. 
LITERATURE ON REQUEST. 


Ortho Pharmaceutical Limited 


HIGH WYCOMBE BUCKINGHAMSHIRE ENGLAND 


Sole distributors : 
ETHICAL PRODUCTS (PTY.) LTD. 
Ethical ae of Johnson & Johnson (Pty.) Ltd. 
P.O. Box 727 East London 


Sa 


CEPAC-4653-1UP 
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in the common cold... 


EFFECTS OF 


NIPRIN 


REGO. TRADE MARK 


Niprin, a vasodilating analgesic, has been 
shown to be dramatically effective in the 


* — ge treatment of the common cold. Early treatment 
Chemicals (S.A.) (Pty.) with Niprin frequently leads to the sympto- 
Ltd. matic relief and disappearance of the cold. 


Samples and literature are obtainable on request from FISONS CHEMICALS (S.A.) (Pty.) Ltd., 226 Market Street, Johannesburg 


treatment of infantile 
digestive disorders 


Registered 
' is a half-cream cultured milk which is invaluable in the 
treatment of infantile digestive disorders such as:— 


1. Mild and acute diarrhoea. 

2. Skin disorders, particularly eczema. 

3. Malnutrition, pylorospasm, post-operative feeding. 

4. Feeding of the premature infant. 

5. Where there is an intolerance to the normal fat 
content of milk. 


PERCENTAGE COMPOSITION 


Fat | Protein | Lactose | Pre-Cooked Lactic | Mineral 
Corn Starch Acid Salts 


“: : 12.0 28.5 36.5 10.0 4.0 6.0 : 
' For further particulars please write to: 
NESTLE MEDICAL SERVICE, 


A NESTLE PRODUCT P.O. Box 1568, DURBAN. 
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When 
appetite fails 
in old age and 


convalescence 


| 


| ABBOTTS GERIATRIC ELIXIR | 


Pleasantly wine-flavoured 
Elixir GERIX provides effec- 
tive therapy when appetites 
fall behind the continuing need 
for nutrition. Taken before 


meals, GERIX acts as a stom- 


achic, increasing the desire pleasant 
for food. At the same time, tasting 
GERIX provides important nu- 
tritional elements—B-complex appetite stimulant 
factors and iron—often lacking 
in faulty diets. and nutritional 
supplement 


JOHANNESBURG : 223-5, Booysens Road, Selby. (P.O. Box 1616) Telephone 33-4556 7/8; DURBAN, MATAL: Mavigien House, First Floor, 71 Gale Street (P.O. Box 
2291) Telephone 68089; BLOEMFONTEIN : 2, Short Street, (P.O. Box 731) O.F.S. Telephone 81457; CAPE TOWN: Marine Chambers, 4, Lower Burg Street (P.O. Box 
2923) Telephone 3-0559; PRETORIA : Colorado, 115 Schoeman Street, Telephone 38800—38895; PORT ELIZABETH : 30 Crawford Street (P.O. Box 3186) Tele. 87610 

EAST LONDON: 115 Oxford Street, (P.O. Box 994) Telephone 72605 All Telegraphic Addresses: ''Abbottlab" €% <9 


«€ Published by the Proprietors Juta and Co. Ltd., 43 Pritchard Street, Johannesburg, and printed in the Union of South Africa by Cape Times 
Limited, Parow, C.P. 
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